











_— 


Ee) 











Hospital 
i7tog tess 


“Oeecen en 8 8=€=€ a 

a +;4+>=é oi .ns _& 
Se? 

ones 








({ _~ 


<A 











= 
Pees 











DECEMBER, 





1925 









SeeeEeee 








Che Spirit of Christmas in the Hospital 


Rev. Edward F. 

F all the feasts in the year Christmas is in a sense 
(i) the most significant, the most inspiring, the most 

abounding in consolation, peace and joy. It is 
the heart of the beautiful cycle of remembrances, by 
which the Church recalls to her children day by day the 
sublimest events in the life of Christ, of His Mother 
and His brethren, the glory of the saints of God, the 
sufferings of the holy souls, and the splendors of the 
angelic host of heaven. 

For Christmas is the feast of the actual coming of 
the Word Made Flesh into the midst of us His heloved 
brethren. It is the most joyous of all celebrations, the 
feast which most warms the heart of all the world; 
because on Christmas morning our human race first 
beheld with mortal eyes Him Who is at the same time 
the eternal Son of God begotten in the bosom of His 
Father from all eternity, and the true Son of the Virgin 
Mary conceived of the Holy Ghost and come to be our 
Saviour. 

True, it was at the moment when the Virgin most 
holy first uttered her words of consent to the message 
of the angel: “Behold the handmaid of the Lord, may 
it be done unto me according to Thy Word,” that this 
sublime mystery of the incarnation was wrought by 
God’s almighty power. But on Christmas morning we 
behold the Babe in His mother’s arms and we can 
realize in some way what it means to say that we and 
all mankind have henceforth and forever the incon- 
ceivable dignity and privilege of calling ourselves and 
each other the brothers and sisters of the Son of God. 

The reason why this feast is joyful and significant 
in the hospital to so extraordinary a degree, is precisely 
because the hospital is dedicated entirely to the spiritual 
and corporal works of mercy and in particular to that 
one so dear to the heart of the new-born God Man, the 
healing of the sick. Viewed merely with the eyes of 
the flesh, the hospital has a dignity and nobleness all its 
own because it is the house of consecrated service for 
the suffering and the unfortunate. Even a right- 
minded pagan can see the excellence and worthiness of 
this task of mercy. But viewed in the light of the 
coming of the Son of God, the hospital is transformed 
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into one huge tabernacle in which in every room there 
lies a living image of Christ, another Christ of whom is 
true that sublime saying of the Man God, “Whatsoever 
you have done to one of these, My least brethren, you 
have done it to Me.” 

The mystery of the Incarnation is a most astound- 
ing truth, one which entirely exceeds the grasp of our 
intelligence. How the eternal God, Who is infinite, all 
happy, and all holy, sufficient unto Himself in all 
eternity, Whose nature it is to exist and Who sustains 
Himself in being forever, could became a small, weak, 
human child, helpless, shivering, pitiful, concealing for 
our love the majesty and splendor of His divinity in the 
sad robes of our humanity, is a wonder and a marvel 
requiring the intelligence of God Himself to compre- 
hend. 

We know by faith that this is true, but we do not 
at all realize the tremendous significance of this great 
Christmas helps the worker in the hospital 
The feast of Christmas 
brings added consolation, joy and courage through the 
realization that the Babe of Bethlehem is indeed both 
the Son of God and the Son of Man and that the low- 
liest service, the humblest act of mercy and kindness 


mystery. 
to realize it a jittle better. 


rendered even to the least of the inmates of the hospital 
is taken in deed and in truth as done to the incarnate 
God. 

By being conceived and born of the Virgin Mary, 
the eternal Son of God, true God and equal with His 
Father in all eternity has become in very truth the 
brother of all mankind. He is a child of Adam from 
whom we are all descendants. He is a member of the 
single human race from whom we also have sprung. 
He is like us. as St. Paul says, in everything, sin only 
excepted. Ponder upon that truth at Christmas time 
and see how it transforms the whole of your hospital 
life, and work, and experience, and sends the bright, 


warm radiance of Christmas morning streaming into 


every nook and cranny of your hospital life. 
Adore the Infant Jesus, new-horn, gentle, loving, 
divine, as He lies in the manger or sleeps in the arms 


of His pure, young mother in the stable of Bethlehem: 
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“Behold all wonders in one sight, 
Eternity held in a span, 
Summer and winter, day in night, 
Heaven on earth, and God in man! 
Blest little one, Whose all embracing birth 
Lifts earth to heaven, lowers heaven to earth!” 
This Child is the illimitable God 
Whose perfections are without bounds, Whose power is 
absolute, Whose wisdom comprehends all things, Whose 
goodness is unending, Who is all beautiful, Whose per- 
fect amiableness ravishes the hosts of heaven. This is 
He Who said to Moses of old, “I am who am,” Whose 
The true God, Who has taken 


infinite and 


very nature it is to exist. 
for His own this human nature, is the Creator of the 
universe Whose power drew the world out of nothing, 
Whose might has sown the sky with golden stars and 
keeps the great suns and the whirling planets true to 
their courses as they speed with unutterably swift flight 
through the vast spaces of the stellar universe. 

From the eyes of this Babe of Bethlehem there 
looks forth not a human personality, but the person of 
the Word of God. It is He Who has taken flesh in the 
womb of the most pure virgin, Who has come to be our 
lover and our savior, Who sets up His tlirone in the man- 
ger of the bleak stable at Bethlehem, Who smiles upon us 
from the arms of His Mother, Who will lead a painful 
and laborious life, first hidden in the workshop of 
Galilee, then wearied with much preaching and healing 
through all the dusty highways and byways of Israel, 
then lifted up on His bitter cross for the saving and 
healing of all mankind. 

Christ Present in the Patient 

Even though He had not assured us in the most 
solemn way that the least service we render to one of 
His brethren is rendered to Himself we should still 
have known that the birth of Christ had unspeakably 
ennobled all our service to His brethren in the hospital. 
But He has been so kind as to formulate for us in the 
most solemn way the logical consequence of His coming, 
saying to us in the gospels that whatever we have done 
to one of His least brethren is literally and truly as 
though done to Christ Himself. Now that the Infant 
Jesus has come on earth, there is no one, however mean 
and little who cannot claim for Himself the highest of 
all human titles—that of blood relation to the Son of 
God. 

We esteem immensely, as we should, the singular 
privilege of the Blessed Virgin Mary in being chosen 
for the mother of the Son of God. Do we realize, or 
appreciate as we should, the privilege that each one of 
us enjoys in common with every human creature of 
being Christ’s brother or sister destined to share with 
Him the kingdom of His Father? The more we realize 
the splendor and significance of this truth, the more we 
shall love and esteem the least of our duties in the 
hospital. If the great joy and cheer of Christmas fail 
to move us as they should and to put new warmth and 
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light into our hospital service, it may not be because we 
have little faith, but it surely is because we have too 
slight a realization of the significance of this great 
mystery. 

Walk through the accustomed corridors, the wards 
and rooms, the various departments of your hospital and 
see with the eye of realizing faith in the light of 
Christmas morning how all is transformed and glorified. 
In the persons of His brethren, Christ, the Infant of 
Bethlehem, weak, suffering, helpless, appeals for our aid 
and thanks us with His tender eyes for whatsoever we 
do for Him. He takes as done to Himself the smallest 
and least of our services, He counts and weighs, He 
appreciates and remembers with endlessly grateful love 
whatever we do for Him. 

The ordinary routine of the hospital flames with 
golden merit and glows with the rosy promise of 
heavenly bliss when we consider all as done, as it is done 
indeed, the Babe of Bethlehem. In His bodily 
form Christ is hidden from us, though He dwells in the 
real presence of the Blessed Sacrament upon the altar 
of our hospital chapel for the food of our souls and the 
But He has put in every bed 


for 


consolation of our hearts. 
of the hospital His own living image like to Him in 
body and soul, a child of Adam, a blood relation of His 
own. He watches with tender care as His friends and 
servants go about ministering to His other selves. If 
we could see the hospital as He sees it! If we could 
look on the sick and the suffering with the eyes of 
Christ! If the Infant Jesus smiled up at us from a 
hospital bed as He has done so often to the saints in 
their sweet visions of ecstacy, what delight, what careful 
and willing service should we not feel and show to Him. 
Yet He is there by proxy and indeed seeing all, under- 
standing all, taking as done to Himself what we do to 
the least of these. 

What gentle and cheerful words we would use to 
Him if the Babe of Bethlehem chose to be present in His 
own form in the room or the ward which we serve. The 
least kind word or look you give to your sick is even 
more meritorious than if it were done to Christ Him- 
self because it has the added merit of faith. The 
patience you show, the promptness of service, the loving 
kindness, the tact, the careful skill are all shown to 
Him. Whether you clean a room, or prepare a meal, 
or change a dressing, or administer medicine, or give a 
treatment or even answer a question kindly, or allay 
some unreasonable fear, you do it to Christ. 

We cannot but feel a holy envy when we see the 
fair young virgin busy in the care of her heavenly child 
ministering to the helplessness of His infancy, giving 
him all the tender cares of a mother and when we 
reflect that these welcome and necessary services are 
being rendered not to a human child merely, but to the 
Word of God made Flesh. The least gesture, the slightest 
action of service which the holy mother renders to her 
son is a joy for eternity to ponder on, a jewel whose 


520 




















price only heaven can estimate because it is rendered 
by the holiest of mothers to a child who is the only be- 
gotten of God. The smallest service given to Him is 
greater than the most splendid achievements done only 
for the glory of this world. 

Yet we are in a sense similarly privileged in our 
His Mother, Mary nursed and tended Him in 
We minister to Him as He has wished 


service. 
His own person. 
us to do in the persons of His kinsfolk. 
will be like hers if our hearts are as holy and as pure, 
We shall have 
A realizing 


Our merit 


our intentions as right and heavenly. 
the merit of acting from faith and trust. 
faith makes the hospital a place of the most extraordi- 
nary opportunity for the most sublime of all service, 
service to the person of Christ. 

In the hospital the sick, the suffering and the 
afflicted are gathered together ready for our hands to 
serve them, our voice to comfort them, our ministra- 
tions, our nursing, our care to heal them. If it were 
not for the hospitals, we should have to search far and 
wide through the city to find these poor brothers and 
sisters of the Infant Jesus. We should not be able even 
in months and years to reach them, to comfort them, to 
console them. Now, every bed is a manger of the Holy 
Infant, every room and ward is another Bethlehem. 
We can minister to Christ a hundred times in the 
persons of His many ambassadors and representatives 
in our hospitals. 

But we must remember too that not only the sick 
but every soul in the hospital is another Christ. His 
brethren are all the sons and daughters of Adam, and 
He has said in the most general and impressive way 
that anything whatsoever we do of good or eyil for any 
one of the least of them, He will take it as done to 
Himself. Therefore everyone we meet in the hospital, 
whether Sisters, or nurses or staff or the patients’ 
friends or visitors are all living images of Christ and 
every one gives us an opportunity of loving and honor- 
ing the Infant Jesus in a way most consoling and 
pleasing to Him. 

Christmas should be a time when an universal love 
and charity takes possession of our hearts. Christ wa- 
born for all of us and He wishes to join us all together 
in unselfish love. He wishes us to take an interest not 
only in our own hospital or group of hospitals but in 
the whole wide circle of hospitals. Each year the mem- 
bers of the Catholic Hospital Association care for some 
four million of other Christs, of representatives and 
living images of the Babe of Bethlehem. We should 
pray for them all at Christmas, we should take an in- 
terest in them all, we should make our charity truly 
Catholic, that is to say universal, as wide and deep and 
strong and all-including as the great tide of love which 
sweeps through the little heart of the Word made Flesh 
as He lies in the manger at Bethlehem and stretches out 
His hands to embrace the entire world. 
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Christmas Charity Universal 

The charity of our hearts at Christmas should be 
widened still farther to include all the interests of the 
Sacred Heart. We should look, at this season, beyond 
our own narrow little circle of loves and duties and cares 
and perplexities and take an interest in and pray for 
and help according to our opportunities other works 
but joined to them intimately 
We should take an in- 


terest in all the schools and pray for them, in, all the 


separate from ours 


through the charity of Christ. 


many works for young people and encourage them and 
help them. We should send our minds and our hearts 
afar to the missions, home and foreign, and secure fo 
them some supplies, some offerings, some prayers and 
Masses as a Christmas gift. 

Let us remember, too, the cause cf Catholic litera- 
ture so much neglected in many places, and do what we 
can to promote it as a Christmas gift to the Holy Child. 
et us remember all the poor whom we can reach and 
cheer and comfort. Let us also be kind and generous to 
them at this season of giving gifts. 

Neither should we neglect to provide for all some 
outward cheer at Christmas because this is a help and 
a symbol of the inward joy which should be the char- 
adornments, 


acteristic of this holy feast. Christmas 


however, ought always to have something about them 


which is suggestive of the true nature of the feast 
Mere holly and winter berries and the rosy cheeked 


Santa Claus speak but feebly of the true spirit of 
“Christ’s Mass.” 


days when He gives Himself to mankind. 


Christmas which means The day of 

We should clear our hearts at Christmas of all the 
old resentments, dislikes, and antipathies, the half-con- 
scious desires of revenge for past injuries which too 
often lie and fester in the dark places of hearts. The 
sweet wind of Christmas and the sunshine of Christ’s 
coming should purify the innermost recesses of our 
Christlike in 
If we wish to please the Infant 


minds and souls, to make them their 
charity and good will. 
of Bethlehem, we should also take upon us at this season 
the holy office of peacemaker and try to bring about 
reconciliations and obtain the forgiveness of injuries in 
honor of the new-born Christ. 

To many of the patients in the hospital, Christmas 
brings a new pang of homesickness, a new grief and 
weariness at being separated from their dear ones at 
this time of all the year which is consecrated to friendli- 
ness, to family love, and homely cheer. To make them 
feel at home in the hospital, to give them their own 
little bit of Christmas is a very Christlike service and 
one which must be most pleasing to the new-born Child. 
These simple thoughts about Christmas in the hospital 
will no doubt give rise in the minds of our readers to 
May the 


true Spirit of Christ abide and the blessings of Christ 


other thoughts more precious and more holy. 


be found wherever these words are read. 
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N intelligent examination of a new hospital or 
its plans necessarily requires a sympathetic 


understanding of the problems of the institution 
in question. Of course the primary problem of all hos- 
pitals is the same—the care of the sick. But the sick 
and those who care for them 





have their peculiarities 
may have almost as many idiosyncracies. Just as the 
sick may be card-catalogued medically, economically, 
socially, racially, and religiously, so may the hospitals. 
(Yes, even medically; for who doesn’t know hospitals 
that are sick, needing diagnosis, treatment, and nursing 


care ?) 





NEW HOSPITAL ADDITION 


The first step in an intelligent examination of the 
plans and photographs illustrating a new building is a 





knowledge of the background—acquaintance with the 


community it serves and the community serving it. 
Fond du Lac is a typical Wisconsin city of 30,900. 
Its interests are agricultural and industrial. It is the 
center of a rich agricultural country and much of its 
prosperity is derived from the splendid farms tributary 
to it, especially dairy farms. To its extensive and 
thriving industries, however, it owes much of its pres- 
tige as a prosperous Wisconsin city. Its early growth 
is chiefly attributable to the extensive lumber interests 
which made Wisconsin famous in those days. Memories 
of thriving machine shops too, figure in the tales of 
Fond du Lac’s early history as told by the oldest inhabi- 
tants. The Chicago and Northwestern Railroad shops 
were at one time located in Fond du Lac. The terri- 
tory of which Fond du Lac is today a great industrial 
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The New St. Agnes Hospital, Fond du Lac, Wisconsin 


By Carl A. Erickson,* Chicago, and a Sister of St. Agnes, Fond du Lac, Wis. 


center owes the foundations of its prosperity to the early 
European pioneers who steadily poured into Wisconsin 
from about 1830 to the War of the Secession and later. 
The details of Fond du Lac’s progress vary, but the 
essentials are the same for hundreds of cities in Wiscon- 
sin, Michigan, and Minnesota. There is little abject 
poverty, considerable conspicuous wealth, much substan- 
tial self-respect, and a high level of prosperity. Fond 
du Lac is a city where people pay their bills regularly, 
and lay aside something for a rainy day. its growth 
has been rather spasmodic, but steady and enduring. 
Medically the city presents no unusual features. 





FROM THE SOUTHWEST. 
ST. AGNES HOSPITAL, FOND DU LAC, WIS. 
Richard E. Schmidt, Garden and Martin, Architects. 


The Sisters of St. Agnes who operate St. Agnes 
Hospital were established in Fond du Lac in 1870. 
Their first hospital was erected in 1896. The initial 
building of the present group was opened for patients 
in 1896 with a capacity of 60 patients. In 1913 a large 
addition more than doubling the capacity was opened. 
In June of the current year, the third large patients’ 
building was opened, giving the hospital a capacity of 
260 beds. 

Some will express surprise at the number of beds 
in proportion to the population—1 to 150. The Sisters 
have quite evidently served the people well, for theirs 
is the only hospital—a monopoly with all its attendant 
privileges and dangers. That the Sisters have avoided 
both the indifference and tactlessness that such a position 
might engender through all these years indicates how 
keenly they have been alive to their responsibilities. 
The Sisters of St. Agnes have ceaselessly labored to ren- 


*Of Richard E. Schmidt, Garden & Martin. 
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der such perfection of service that the demand for other 


hospitals should not arise. They have not waited for 


their hospital to become so chronically overcrowded that 
other hospitals had to be established in self-defense. 
They have been progressively awake to the demands of 


the physicians for treatment and diagnostic facilities. 
“Uneasy lies the head that wears the crown”-—in hos- 
pitals as everywhere.. 


With this background—let us sketch in the outline 
of the problems as they appeared when the architects 
were consulted in 1922. The existing buildings were 
the convent of the Motherhouse on the west, a power 
house and laundry, and the hospital. 


The immediate needs were: (1) A new power 
house; (2) additional hospital capacity; (3) classrooms 
for nurses. 

Power House 

No enlargement of any of the buildings could be 
made until facilities had been secured to relieve the 
already overloaded boilers and their auxiliaries. Con- 
sideration of the question of the enlargement of the 
existing boiler room led quickly to the conclusion that 
this would be unwise, because: (a) Its location was 
such that it might interfere materially with the develop- 
ment of both hospital.and convent; (b) enlargement 
would be quite expensive ; (c) the existing building 
could be used with cémparatively trifling alterations as 
a laundry, with ¢omfortable quarters for female help, 
until such time as it should stand in the way of the 
enlargement of other more important buildings, when 
it could be torn down. A location was chosen that was 
nearly central to both hospital and convent and yet out 
of the way of possible expansion of either. 


The Sisters were quite emphatic that this, their 
third power house in 25 years, should be so planned that 
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it could care for any conceivable expansion of the joint 
The site offered a difficulty which serves 
During 


institutions. 
to differentiate this from other power houses. 
the summer a bubbling brook flows through one corner 
of the almost the 
times becomes a raging torrent, and a torrent whose pet 
offense is to overflow its banks adjacent to the hospital 


level site; in spring it some- 


property. To have provided the usual boiler room 
below grade would have necessitated unusual and expen- 
There- 
fore, the boiler room was placed entirely above grade. 
This, however, complicated the problem of coal 
handling. A solution was effected by the construction 
of “coal silos,” cylindrical tanks whose principal fea- 
tures are almost identical with those of silos found on 
The coal trucks drive 


sive precautions against possible floodwaters. 


almost every progressive farm. 
over a shallow pit and dump their contents. 
the coal runs into a deeper pit—the bottom of an end- 
less chain bucket conveyor (operated by electricity) 


Ry gravity 


which raises it to the very top of the silo where it is 
conveyed by gravity to either of the two coal tanks. The 
third tank is an ash storage tank, or a reserve coal 
supply in case of necessity. Ashes are handled like coal, 
being dumped into a pit elevated to the top and then 
dumped by gravity to the ash tank. At the proper level 
a chute is provided for spouting ashes to the waiting 
truck. The coal is not dumped on the boiler floor but 
into small coal trucks and these trucks are then con- 


veyed to the boilers. 


Further expansion of the institution is provided 
for in several ways. Added boiler capacity may be 
obtained by the installation of a fourth boiler for which 
space has been reserved. If this should prove inade- 
quate, still further increase in capacity may be had by 
removing the present horizontal return tubular boilers 
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Richard E. Schmidt, Garden and Martin, Architects. 
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I. Dietetic Laboratory of Serving Kitchen. 2. 


and installing water tube boilers. Water tube boilers 
of double the capacity of the initial horizontal return 
tubular boilers can be installed in the seme floor area. 
Provision has been made for almost unlimited expan- 
sion. The pump room adjacent to the boiler room con- 
tains: 


1 Air Compressor. 1 16-Ton Refrigerating Machine. 


1 6,800-Gal. Pressure Tank. 2 Boiler Feed Pumps. 

2 } among | Pumps. 1 Open Feed Water Heater. 

2 House Pumps. 2 Hot Water Heaters. 

1 Drinking Water Cooler. 1 Drinking Water Circulating Pump. 


2 Brine Pumps. 1 Bilge Pump. 


Water Softeners. 


tor 


The water supply is derived from deep wells on 
the grounds. For reserve purposes a concrete storage 
tank with a capacity of 70,000 gallons adjoins the power 
house. 
Tunnel 

From the power house a tunnel six feet by six feet 
six inches with the top flush with the surface of the 
grounds leads northward to the hospital and convent. 
This is intended as a pipe gallery only and not as a 
passageway. This pipe tunnel is so large that everv 
pipe is readily accessible for repairs or replacement. It 
is watertight—thus avoiding the heat losses due to pipes 
entirely surrounded hy water (during the spring floods) 
and the subsequent deterioration of the pipe covering. 








ST. AGNES HOSPITAL, 
Demonstration Room. 3. 
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FOND DU LAC, WIS. 
Delivery Room. 4. 


Utility Room. 


The old pipe trenches were abandoned because they were 
too small and owing to the impossibility of keeping 
them tight. 
On the second floor provision is made for quarters 
for twelve men. 
Laundry 


house was remodelled at small 


The old 


expense into an efficient laundry. 


power 


A portion of the ground floor is an ample bakery 
equipped with all the necessary modern machinery to 
supply convent, hospital and school (about three miles 
a way). This bakery is equipped to care for a total 
population that varies from 750 to 1,000 people per day, 
a sizable business in itself. 

There are eighteen rooms for female help on the 
second floor. 


Hospital 
Prior to and during the eonstruction of the power 


house numerous studies of the hospital expansion were 
prepared. 
considering preliminary studies. 
available (except on the Convent side) the possible 


Nearly two years were spent in making and 
As ample ground was 
solutions were legion. The location directly opposite 
the main entrance presents the best possible one for 
convenience of administration and facilities for service. 


















The design of a power house for a hospital might he 
said to be a matter of mathematics. If “A” represents 
the load of the existing buildings, “B” the new ones, 
and “X” the future demands, then the plan of a new 
power house is represented by the equation A plus B 
plus X equals W—the capacity of the completed power 
house. Of course the completed power house may take 
any number of shapes—but the capacity must be there. 
Its design isn’t quite as simple as this seems to render 
it for many indeterminate factors enter into the appar- 
ently stable “A” and “B” of existing and new construc- 
tion. When the “X” of future possibilities is added to 
the equation, it becomes a problem requiring the most 
discriminating judgment and the widest experience on 
the part of architects and engineers. 

But if-the power house can be reduced to mathe- 
matics—perliaps we can prepare a formula for the hos- 
pital. 


unintelligible—bristling as it would be with whole 


I am apprehensive that it would be wholly 
series of x, y, and z’s; 
orientation, site, size, patronage, sizes and locations of 
innumerable departments—all complicated by personal- 


unknown quantities, such as 


ities, complexes, and what-nots. Who has not been con- 


fronted by a very insistent demand that the x-ray 








. The Original Hospital Building. 2. 
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ST. AGNES HOSPITAL, FOND DU LAC, WIS 
Private Room. 
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department be near the operating rooms, and an equally 
insistent one that it be near the out-patient department 
Those about to build who haven’t 
heard the arguments of central vs. floor distribution of 
food have been both blind and deaf. 


or main entrance? 


Those who have 
listened to some of the medical staff might almost be 
convinced that the fate of the human race was depend- 
ent upon the attention given to each of the specialties 
in the hospital under consideration. 

When it was deemed inexpedient to complete the 
constructive program at one time, the problem before 
the Sisters was an extremely trying one. The plans 


illustrate their decisions which were in the main as 


follows: 


(a) Increased patient capacity. 
b) Temporarv housing of Sisters and uurses in 
. t=) 


the hospital building until such time as the space should 
be needed for patients, and other quarters could be 
provided. 

(c) An adequate children’s department. 

(d) 


(e) Nurses’ classrooms. 


A new birth department. 


(f) X-ray department expansion. 
Revised food service for the entire hospital. 


| 





3. Solarium. 4. X-Ray Department. 
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FLOOR PLANS, ST. AGNES HOSPITAL. Richard E. 


All of these are contained in a seven-story building 
due south of and directly opposite the main entrance of 
the hospital. There is no basement except for a root 
cellar under one portion of the building-—because of 
the flood waters already mentioned. The ground floor 
is almost eighteen inches above grade. Here are located 
the classrooms, x-ray department, and a few miscel- 


laneous rooms. 
The floor above the entrance floor, is called the 
The 1st, 2nd, 5th and 6th floors 


The entire 4th floor is given over 


first on the drawings. 
are practically alike. 
to a children’s unit. Glass subdivisions, cubicles, play 
rooms, and all facilities of the modern children’s ward 
are provided. 


The third floor is the maternity department. Here 


are the birth, labor, and preparation rooms for the 
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ore 





Schmidt, Garden, and Martin, Architects, Chicago, Ill. 


mother, and ample nurseries for the child. This entire 
floor, both new and old buildings, will be used for 
maternity patients. 

The service units are practically identical on all 
In the exact center of the new wing is to be 
found the nurses’ station. Directly opposite are the 
toilets and baths for each sex. Behind the station are 
the work rooms, two instead of the usual one. 


floors. 


The first of these is the usual utility room contain- 
ing a slop sink, bed pan washer, sink with drain board, 
a blanket warmer or drying chamber, and a case for 
utensils. From this room opens a sanitary waste and 
garbage chute leading to an incinerator. 
the utility room is a work room containing instrument 
This reom is so large that it can 
This 


arrangement obviates the objectionable features of the 


Adjoining 


and water sterilizers. 
be used as a surgical dressing room when needed. 





THE POWER PLANT AT ST. AGNES HOSPITAL, FOND DU LAC, WIS. 


I. Power House. Showing coal and ash “silos” and in foreground circular water reservoir. 





2. Engine Room. 
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UPPER: FLOOR PLANS; LOWER: POWER HOUSE AND FLOOR PLANS, ST. AGNES HOSPITAL. 
Richard E. Schmidt, Garden, and Martin, Architects. 








THE ENTIRE GROUP, ST. AGNES 
To the left the Power House. In the center New Hospital Addition (7 


usual arangement, the doing of so-called “dirty” and 
“clean” work in one room. A further convenience is the 
large porch just outside of these rooms for airing 
blankets, mattresses, etc. On the other side of the 
building is a large screened airing porch. At the end of 
the wing is the conventional sun porch. The rooms are 
large—12x16—easily spacious enough for two heds if 
desired. Of the 124 beds in the building, 48 have 





teilets. 
Food Service 

As one of the primary problems in the increased 
capacity was a re-study of the food service, and its im- 
provement, the readers of Hospirat Progress will be 
especially interested in the results and how they were 
obtained. The problems of food service are perennial 
and they may be said to multiply in proportion to the 
square of the number of people to be served. The 
answer must, in many cases, be built into the buildings 
as it was here. The method decided upon and used 
here has proven satisfactory. It provides hot, palatable 
food to the patient, quickly and with efficiency, and 
with a minimum of waste. And these are the acid tests 
of food service. The problem was complicated by the 
existing buildings and kitchen, and yet, observe the easy 


movement of food from its reception (see ground floor 
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Christmas Greetings 


Dear Father Garesché: 


Nothing has gratified me more than to read in a 
recent issue of the Peoria Journal the announcement that 
St. Francis Hospital of Peoria has been placed upon the 
Approved List in the eighth annual hospital standardiza- 
tion survey made by the American College of Surgeons. 

Needless to say, our local hospital is affiliated with the 
nation-wide Catholic Hospital Association to which I ex- 
tend a most cordial Christmas Greeting. 

Treatment and care of the sick is not stationary like 
the multiplication table. There is always room for prog- 
ress and improvement. Just as in their religious life, like- 
wise in their hospital work, our good Sisters are con- 
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HOSPITAL, FOND DU LAC, WIS. 
story building). Richard E. Schmidt, Garden, and Martin, Architects. 


plans) through the storeroom into the kitchen for 
preparation, and thence to the various dining rooms and 
to the patients. Food for the patients is distributed 
from the main kitchen to the serving kitchen on the 
various floors by means of food carts, one to a floor with 
from 40 to 60 patients, on one of three dumb waiters 
(really small elevators). In the serving kitchen on 
each floor the trays are set up and food distributed to 
the entire floor. The food carts are returned to the 
kitchen, while the dishes are collected and by means of 
dish trucks lowered to the central dishwashing room 
where an automatic dishwasher washes and sterilizes all 
the dishes of patients and personnel in 30 minutes. 

Fortunately littie remodelling of the existing build- 
ings was necessary even on the kitchen floor. As the 
new pantries serve the entire floor, both new and old, 
they are located at one end of the building immediately 
adjacent to the old building. On the largest floor 
these pantries serve trays without confusion. 

Much of the program of expansion is still un- 
touched. The needs are clearly evident, but new needs 
may arise that are not now thought of, or time may 
change their relative importance. Even without these 
facilities St. Agnes’ will be a unique hospital, one of 
the notable hospitals of the country because of its 
unusual capacity in relation to population. 


stantly aiming at perfection. I regard them as our very 
best advertisement of concrete Catholicism. 


Cordially yours in Domino, 
RT. REV. EDMUND M. DUNNE, 
Bishop of Peoria, III. 


HOSPITAL PROGRESS in its Christlike spirit and 
because of it has made in the last decade a remarkable 
record of achievement. With every recurring Christmas- 
tide that spirit will grow and develop into greater deeds 
for God and for humanity. 

REV. W. P. WHELAN, S. J., 
Creighton University, Omaha, Nebraska. 














N a preceding paper it was pointed out that every 

progressive teacher will carefully prepare for the 

teaching of any topic. It has been one of the draw- 
backs of nursing education that so many teachers have 
faced their student nurses day after day with no 
preparation and no definite idea of what they intended 
to do. They went into the classroom and things simply 
happened in succession. Progress was largely acci- 
dental. To remedy such conditions plan-making is 
absolutely necessary. 

To make this plan clear, it is necessary to explain: 
1. The subject-matter is completely separated from the 
method by the dividing line. 2. The matter on the 
two sides is so placed on the page that the facts on the 
left will, so far as possible, have their method of pre- 
sentation directly opposite to them on the right. 3. 
The outline of method consists of the principal questions 
of the teacher; the pivotal questions heretofore men- 
tioned in another paper. McMurray calls these the 
actual anticipated conversations between teacher and 
student. 4. The statements in the left hand column 
are intended to constitute an outline of the facts to be 
presented. 5.. The difference between the outline of 
subject-matter and the outline of method is that the first 
ealls for the bare facts and the second calls for the 
method of treating these facts in the class. 

Lesson Plan 
I. Topic: Nursing History. The Pre-Nightingale 
Period. : . 

II. Aims: 1. To trace the rise of the nursing pro- 
fession from its primitive sources. 
To note what the advances in civiliza- 
tion contributed to the care of the 
sick. aa 

3. To further the appreciation of nursing 
as a profession through a thorough 
knowledge of its past. ; 

III. References: Dock & Stewart, A Short History of 
Nursing. : ; 
Goodnow, Outlines of Nursing His- 


bo 


tory. 
Spalding, Talks to Nurses. 
Nutting & Dock, History of Nursing. 
The Life of St. Vincent de Paul. 
Walsh, Thirteenth the Greatest of 
Centuries. 
Butler, Lives of the Saints. 
St. Francis, Little Flowers of St. 
Francis. 
Sabatier, St. Francis of Assisi. 
The Catholic Encyclopedia and others. 
Dickens, Martin Chuzzlewit. 
The Holy Bible: 
Leviticus, chaps. XI-XV. 
Deuteronomy, chaps. XIV-XV. 
Numbers, chap. XI. 
The Gospel of St. Luke and St. 
Mark. 
The Epistles of St. Paul. 
IV. A brief outline of the main points in the lesson. 
Nursing, instinctive behavior. 
The superstitious theories of the An- 
cient World. 
The early Christian nurses. 
The social and religious influences on 
nursing. 
The suppression of monasteries. 
The rise of St. Vincent de Paul and 
the Sisters of Charity. 
The early English nursing and the 
work of humanitarians. 


noe 


7 PS PP 
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A Lesson Plan in Nursing History for the 
Preparatory Year 


By a Sister of Charity of Providence 


8. The return of the Deaconess and the 
first school of nursing. 


Subject-Matter 

The great impression of a_liv- 
ing past should make a deep 
mark of appreciation upon the 
mind of the young nurse because 
of the large inheritance she has 
received from those who have 
gone before. She should draw 
from this knowledge inspiration, 
courage, endurance, and _ she 
should feel a certain responsi- 
bility to contribute her share to 
these records of noble service to 
suffering humanity. 

The study of Nursing History 
is sure to lend a certain dignity 
to the labor of the nurse and 
make it clear that it is a priv- 
ilege to be allowed to do what 
has been found so praiseworthy 
in others. 

To look back to see what has 
been accomplished always gives 
a certain stimulus to press for- 
ward and reach a higher stand- 
ard. 

In the Ascent of the Moun- 
tain of Purgatory, Dante, after 
a difficult climb, reached a high 
terrace encircling the hill and 
sitting down he turned to the 
East, remarking to his conduc- 
tor, “All men are delighted to 
look back.” 

Nature clearly indicates that 
nursing is instinctive behavior 
b . 


y: 

1. The manifestation of the 
maternal instinct in the human 
and brute creation. 

2. The instinct of self-pres- 
ervation. 

3. The power of reproduction 
and the process of disintegra- 
tion. 

All of which presuppose care; 
young to be nursed; aged to be 
succored. 

Relics of prehistoric man: 
stone daggers, axes, and various 
types of crude instruments, all 
suggest the possibility of 
wounds to be treated. 

It is also related that the 
early Romans pastured their 
flocks in the lowlands about the 
city, returning to the hills at 
night to avoid fever. This ref- 
erence insinuates that there was 
danger of illness, hence it fol- 
lows that nursing was neces- 
sary. 

Men record only unusual and 
striking events. People of the 
ancient world nursed their sick 
as a matter of fact. 

There are references to med- 
icine and surgery in Ancient 
History; this pertains to 
nursing, but no distinction is 
made, and the greater part of 
this work was in the hands of 
men. 

Though the practices of the 
savages and lower animals had 
their origin in dire necessity, 
served by instinct, nevertheless 
in many cases, they met their 
emergencies in a way that laid 
the foundation for many pres- 
ent day methods. 

Nearly all savage tribes prac- 
ticed some kind of massage. 


Procedure 
What advantage is it 
to a nurse to know the 
history of her profes- 
sion? 


How does nature 
support the statement, 
“Nursing is one of the 
oldest arts’? 


Does Ancient His- 
tory give any informa- 
tion that will reinforce 
the above argument? 


(Show pictures of 
crude instruments, or 
draw them on the board 
from any book of An- 
cient History.) 


What do you infer 
from the fact that no 
mention is made of the 
term “nursing” in An- 
cient History? 


(Read Spalding, 
Talks to Nurses, pp. 
175-176.) 


Show some of the 
contributions of primi- 
tive man and the an- 
cient civilization to 
modern methods of 
nursing. 
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They used sweats, baths, fomen- 
tations, bleeding and cupping. 
They opened abscesses, ampu- 
tated, controlled hemorrhages, 
trephined and even performed 
ovariotomies. 

The ancient Hindoo operated 
for harelip, cataract, hernia. ab- 
dominal tumors and Cesarean 
section. 

The lower animal in many 
cases cleanses its wounds and 
removes foreign substances with 
its rough tongue. It will fre- 
quently reduce the inflammation 
in a wound by keeping the part 
in running water. It has been 
known to abstain from food to 
correct digestive disorders, and 
to eat freely of certain plants 
to cause emesis. 

Birth, life, disease, and death 
was primitive man’s greatest 
problem. To him it was all a 
mystery. He felt life and he 
naturally assumed that every- 
thing was alive about him; 
water, winds, storms, lightning 
were personalities which he 
feared because he was powerless 
to control them. 

To save himself from the 
supposed malign powers, primi- 
tive man created the practice of 
incantations to please them or 
drove them away by loud noises 
and other means. So arose the 
great variety of superstitious 
practices regarding sickness 
that have lived with extraordi- 
nary vigor down to the present 


ay. 

The pounding of the patient’s 
body to drive out the evil spirit 
survives today in the form of 
massage. 

Trephining originated for the 
purpose of making a hole in the 
skull to allow the malign spirit 
to escape; it is used today to 
relieve pressure on the brain. 

Baths were used for the same 
purpose as trephining by 
plunging the patient into hot 
and cold water or sweating him 
in hopes to relieve him of the 
bad spirit. 

Counter-irritants came from 
efforts to burn out the spirit by 
fire, hot instruments and blis- 
tering appliances. 

Purgatives and emetics also 
aimed at expelling the evil one 
and deodorants were to drive 
him away by strong odors. 
Horrible medicine was to nau- 
seate him or kill him. 

These superstitions undoubt- 
edly linger today in the popular 
fancy that medicine to be good 
must be strong and bad tasting; 
hence, the expression, “It tastes 
bad enough to be good.” 

The difficulty of breaking 
down these traditions may be 
seen, too, in: the firm belief so 
many people have in strongly 
scented so-called disinfectants, 
and their lack of faith in sun- 
light and soap and water. 

Excrement, vile insects, and 
unpleasant things were admin- 
istered to the sick even in cer- 
tain periods of the Middle Ages. 
Some of these are dispensed to- 
day by certain wildly enthusias- 
tic people. 

The Babylonians and_ the 
Assyrians established the theory 








(Read Goodnow, Out- 
lines of Nursing His- 
tory, p. 19, or any book 
of Natural History.) 

(Ask the students to 
collect pictures of ani- 
mal service to their 
sick and bring them to 
class.) 


Did these primitive 
people understand the 
underlying cause of 
disease ? 


What grew out of the 
mysterious environ- 
ment in which ancient 
man believed he lived? 


(Encourage the stu- 
dent to discuss freely 
superstitious practices 
as they now exist, from 
her own experience.) 

Indicate how modern 
medicine has taken ad- 
vantage of some of the 
queer procedures of 
primitive man and 
changed their purpose. 


(Read Nutting & 
Dock, History of Nurs- 
ing, Vol. 1.) 


Point out a survival 
of some of these beliefs 
today. 


Did any of these 
practices come down 
through the centuries? 


What people were 
largely responsible for 
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of demonology on a very strong 
basis and it continued to live 
long, with dreadful results. 

The Assyrians created whole 
armies of good and bad spirits, 
leaving man helpless before 
them. 

The Assyrians were especially 
warlike and ferocious and these 
characteristics reflected in many 
of their beliefs and medical 
practices. 

These warlike people would 
naturally require some mode of 
nursing procedure, but no men- 
tion is made of it. 

Egypt has given to posterity: 

1. The oldest medical records. 

2. Many forms of medicine 

that are used today. 

3. The art of bandaging. 

4. The knowledge of hyp- 

notism. 

The medical books of Egypt 
go back to mythological days 
when Horus, the sun, learned 
medicine from his mother, Isis, 
the earth. 

The Egyptian religion for- 
bade dissection, consequently 
the science of medicine died 
away. 

It is said that Egyptian 
physicians were all specialists, 
confining their practice to one 
part of the body. 

In Ceylon, in the fifth century 
before Christ, one of the kings 
established what was doubtless 
a true hospital. King Asoka 
was rightly the father of hos- 
pitals as scientific and teaching 
institutions. He built eighteen 
hospitals. 

Hygienic procedures were en- 
forced in India by making them 
a part of religious observance; 
the early morning devotions of 
the Hindus were health meas- 


ures. 

The Vedas, the sacred books 
of India, contain much instruc- 
tion in hygiene and set forth the 
theory that disease is prevent- 
able. All the regulations there 
prescribed hint at the germ the- 
ory of disease. 

The brilliant era of Hindu 
medicine was between 250 and 
500 B. C., when the religion of 
Buddha prevailed. 

The brilliant period of Hindu 
medicine began to fade a cen- 
tury or two before Christ. 

Moses stands out in history 
as one of the greatest sani- 
tarians of the world. 

The practical application of 
his code will be appreciated 
when one realizes that he was 
in charge of a camp of more 
than a million people with no 
prophylaxis in existence except 
his laws of sanitation. 

All the principles of modern 
sanitation are anticipated in the 
Jewish law. 

In the book of Leviticus pro- 
visions are made for the inspec- 
tion of food, for the notification 
of authorities in case of com- 
municable disease, quarantine, 
and disinfection and many other 
valuable health suggestions are 
provided there. 

The Jews early showed that 
sense of personal and social re- 
sponsibility which distinguished 
them among the nations. 





the theory of demon- 
ology? 


Describe some of the 
characteristics of the 
Assyrians. 


(Refer to Myers, An- 
cient History, chapter 
IV, page 56; chap. V, 
p. 69.) 


What did the 
Egyptians contribute to 
medicine and nursing? 


(Show pictures of 


Egyptian mummies, 
discuss types of ban- 
daging, and compare 


with present day meth- 
ods. Demonstrate some 
types.) 


(Discuss the religion, 
art, and general culture 
of the Egyptians, with 
emphasis on their gods, 
animal worship, and 
study of the sciences.) 


(Refer to any book 
of Ancient History or 
Encyclopedia.) 

(Read, A Short His- 
tory of Nursing, Dock 
& Stewart, Chap. 11.) 

What is the history 
of the hospital as a 
teaching institution as 
well as a means for the 
care of the sick? 

What means did the 
Hindus use to enforce 
their health laws? 


Where is the first 
reference to the pre- 
vention of disease 
found in history? 


How long did the 
progress of medicine 
continue in India? 


Give some reasons to 
show the claim of 
Moses to the title of “A 
Masterly Sanitarian.” 


(Read the book of 
Leviticus and enumer- 
ate the health sugges- 
tions contained there- 
in.) 


(Take advantage of 
this part of the subject 
to encourage the stu- 
dent to become familiar 














The Jewish people have had 
benevolent associations since the 
beginnings of society and 
through these organizations 
they provided for the sick; this 
work was principally carried on 
by men. 

The Jews, too, supported free 
public inns which were not in 
any way comparable with the 
hospitals of the Hindus, but 
they served as emergency hos- 
pitals until further measures 
could be taken. 

The Mythical ages: 

Apollo, the sun God; deity of 
health and medicine. 

Asklepios, a great physician. 

Machaon, a surgeon, son of 
Asklepios. 

Podalirius, an 
of Asklepios. 

Epigone, “the soothing one,” 
wife of Asklepios. 

Hygeia, goddess of health, the 
daughter of Asklepios. 

Panacea, restorer of health, 
the daughter of Asklepios. 

Meditrina, preserver of 
health, the daughter of 
Asklepios. 

Machaon and Podalirius 
fought in the Trojan war. 

All the women in the family 
of Asklepios were skilled in 
nursing and health preservation. 

Meditrina was the supposed 
forerunner of the modern Pub- 
lic Health Nurse. 

Later the followers of 
Asklepios specialized in two 
branches; one medical and the 
other occult. The former branch 
founded medical schools. 

It is said that Hippocrates is 
a direct descendant of Asklepios. 

Hippocrates did so much to 
emancipate the art of healing 
from superstition and ignorance 
and to make it a scientific study, 
that he is called the “Father of 
Medicine.” 

The central idea of Hip- 
pocrates was that there are laws 
of disease as well as laws of 
health. His medical writings 
cover the entire medical field 
and are still regarded as 
classics. 

His high ethics and general 
standards of medicine are em- 
bodied in the Hippocratic Oath, 
a well-known pledge that has 
such an uplifting influence on 
the medical and nursing pro- 
fession. 

The Greeks worshiped beauty 
and physical perfection and 
were little interested in the 
sickness or misery of the un- 
fortunate. They did not con- 
sider it worth while to care for 
a chronic or incurable disease. 
Persons hopelessly ill were often 
left to die in the streets. 

The nursing was done prob- 
ably by the medical students; 
women as nurses are not men- 
tioned in the history of Greece. 

The Romans knew a great 
deal about sanitation. Julius 
Cesar was the first statesman 
to recognize teachers of 
hygiene. He had a complete 


internist, son 


medical service in his army. 

It is supposed that Rome ap- 
plied to Greece for advanced 
medical teaching. 

Modern methods are not alto- 


with the books of Le- 
viticus, Deuteronomy, 
and Numbers. Assign 
a different book to each 
student for discussion 
in comparison and con- 
trast with modern 
health laws.) 


What provisions did 
the Jewish people make 
for the care of their 
sick ? 


The medical growth 
of Greece goes back to 
what time? 


(Read any book of 
Mythology, suggest 
that the girls get one 
from the library and 
trace these myths and 
learn more about them. 
This could be done 
some evening when all 
the students are home, 
and treated in a very 
informal way, or it 
might be dramatized.) 


Of what further im- 
portance is the study 
of Asklepios? 


Why is Hippocrates 
called “Father of Med- 
icine”? 


What was the doc- 
trine of Hippocrates? 


What was the atti- 
tude of the Greeks 
toward their sick and 
infirm ? 


Who did most of the 
nursing in ancient and 
mediaeval Greece? 

(Refer to any book 
of Ancient and Mediae- 
val History, Chaps. on 
Greek philosophy and 
science.) 

What was the expe- 
rience of the Romans 
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gether modern. Many of them 
belong to the past. 

The chief deficiency to our 
eyes in the ancient nursing sys- 
tems is the small part taken by 
women, but there may have been 
more than has been told. 

The hospitals and care of the 
sick progressed wherever Chris- 
tianity touched them. 

Christ’s teaching of fraternal 
charity transformed the face of 
the earth. 

Had Christ advanced any 
special method in the care of 
the sick it might have soon be- 
come antiquated. He set down 
principles that made all men 
equal with equal rights. These 
principles have guided man for 
twenty centuries in the care of 
suffering humanity. 

Fabiola, a Roman matron, 
turned her home into a hospital. 

Paula, a noble Roman lady, is 
said to have been a typical nurse 
of her period. 

Phebe, mentioned by St. Paul, 
is regarded as the first district 
nurse. 

Many other women whom the 
church classified as Deaconesses, 
Virgins and Widows served the 
sick and founded religious or- 
ders for that purpose. 

For centuries all charitable 
works were under the direction 
of the Church. 

The medical treatment was 
given by monks or other ecclesi- 
astics. From the twelfth cen- 
tury, however, restrictions were 
placed on the practice of medi- 
cine by clerics. 

St. Francis, who is recognized 
today as having lived in advance 
of his time, was remarkable for 
his social service work. 

St. Vincent de Paul (for or- 
ganized charities); St. Cath- 
erine of Sienna; Hildegarde; St. 
Camillus de Lellis, the hospital 
saint; St. Bernard; Sts. Cosmas 
and Damian; Elizabeth of 
Portugal; Anne of Bohemia; 
Bridget of Sweden; Bridget of 
Kildare; Modwena; Walburga; 
Elizabeth of Hungary; and 
many others had remarkable 
careers in nursing. 

The upheaval of the sixteenth 
century was disastrous in many 
ways to the work of hospitals 
and the care of the poor. The 
dissolution of the monasteries 
deprived the Church in large 
measure of the means to support 
the sick. City hospitals were 
built, but the persons who un- 
dertook nursing in these hos- 
pitals lacked the religious mo- 
tive which uplifted the work, 
and under their influence 
nursing soon fell to the level of 
menial work. 

More than one hundred 
monasteries were summarily 
wiped out of existence with their 
parent orders and no alternative 
provisions were made for the 


sick poor. Nor had_ secular 
nursing orders yet developed in 
English life. 


The result of such conditions 
brought into being a type of 
hospital that became a terror 
to the people and a refuge for 
the lowest grade of women. 
The nursing was done in these 
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in regard to health and 
sickness ? 

(Read Dock & Stew- 
art, A Short History of 
Nursing.) 


To look back over 
the work covered in 
nursing history, from 
this point, will give 
what reaction? 


What was the Chris- 
tian influence on the 
care of the sick? 

(Read St. ‘Luke, 
Chap. X, 9, 25-37.) 

(St. Mark, Chap. 
XVI, 18-20.) 

(Ask the students to 
quote passages from 
the New Testament 
that refer to the uni- 
versal care of the sick 
as a Christian Institu- 
tion.) 

Did Christ lay down 
any program or form 
of method for the care 
of the sick? 

Pick out the women 
in the early Christian 
era who had a lasting 
influence on the profes- 
sion of nursing. 

(Read the Epistle of 
St. Paul to the Romans, 
Chap. XVL.) 

(Refer to the Catho- 
lic Encyclopedia for a 
brief history of the rise 
of hospital orders. 

Thirteenth, the 
Greatest of Centuries, 
chapters XX-XXI. 

Outline of Nursing 
aaa Chap. 11, p. 


Name some of the 
most prominent nurs- 
ing saints of the Mid- 
dle Ages. 

References: 

Chesterton, St. Fran- 
cis of Assisi. 

Butler, Lives of the 
Saints. 

Dock & Stewart, A 
Short History of 
Nursing. 


What was the effect 
upon the care of the 
sick of the suppression 
of the monasteries 
after the Reformation? 


What did England 
suffer by the suppres- 
sion of the monastic 
orders carried out in a 
very drastic manner by 
Henry VIII? 
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institutions by unpaid attend- 
ants of inferior status. 

Charles Dickens has left an 
immortal pen picture of the 
type of person entrusted with 
the care of the sick in England 
after the suppression of the 
monasteries, in his famous 
“Sairey Gamp,” as described in 
Martin Chuzzlewit. 

The average families of those 
days avoided the hired nurse and 
dosed themselves with home- 
made remedies well mixed with 
superstitious notions. This was 
possibly the origin of the patent 
medicine vender and the queer 
feeling people had about a hos- 
pital until a short time ago. 

For a couple, of hundred years 
after the Reformation the de- 
terioration of hospital nursing 
continued, not only in England, 
but on the continent also. 

The political conditions from 
the sixteenth to the eighteenth 
centuries seemed to induce a 
general apathy and indifference 
to suffering. 

The seventeenth century is 
remarkable for the results ac- 
complished by St. Vincent de 
Paul and the order which he 
founded in France for the sick 
and the poor. 

The upbuilding of modern 
nursing began with the work of 
St. Vincent de Paul and the 
French women associated with 
him in hospital reforms and with 
the foundation of the order of 
the Sisters of Charity. 

The Sisters of Charity 
brought into nursing youth, en- 
thusiasm, and fresh zeal. 

The houses of the Sisters of 
Charity now encircle the globe. 

St. Vincent de Paul was born 
in 1576 and lived until 1660. 
This was a period of misery to 
which war, pestilence, famine, 
the destitution of religious, and 
the horrors of industrial slavery 
all contributed. 

St. Vincent made a thorough 
study of social conditions. 

He was convinced that pov- 
erty could be abolished. 

He advocated thorough educa- 
tion for the young, including 
manual training and the teach- 
ing of skilled trades. 

He distinguished between dif- 
ferent degrees of intelligence, 
or rather, he recognized individ- 
ual differences and classified 
them, giving to each individual 
the work he could do. 


He saw that some individuals 
could never support themselves 
and he called on the public to 
care for this class. 

He had the poor and the needy 
visited and the groups of men 
and women who did this work 
formed the first societies for or- 
ganized charities. 

In hospital reforms he trained 
his Sisters of Charity much as 
nurses are trained today. 

He assigned a definite num- 
ber of patients to each Sister 
and saw that she was not so 
overburdened that she could not 
give the very best care to her 
patients. 

He arranged for lectures from 
the physicians, as is evident in 
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What protest was 
made against the care 
given the sick and the 
poor in England at this 
time? 


What reaction did 
the “Sairey Gamp” type 
of nurse have on the 
average family? 


What is known as 
the “dark period of 
nursing”? 


What did the Church 
contribute about this 
time to alléviate the 
condition of suffering 
humanity ? 


What marks the “Re- 
naissance” in the re- 
vival of hospitals and 
the care of the sick and 
the poor? 


What did the Sister 
of Charity bring into 
nursing ? 


(Refer to the Life of 
St. Vincent de Paul.) 

A Short History of 
Nursing, Dock & Stew- 
art. 


Life of Florence 
Nightingale, by E. T. 
Cook, Vol. 1. 


Show how St. Vin- 
cent de Paul laid down 
principles and practices 
that are in keeping 
with modern methods 
of public health and 
hospital activities. 


(Refer to the “Dark 
Period in Nursing” in 
any History of Nurs- 
ing.) 

(Read parts of The 
Life of St. Vincent de 
Paul that bear on the 
forming of the Sisters 
of Charity.) 
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the Saint’s advice to his congre- 
gation to question one another 
on what they had heard from 
the physicians in the form of 
the modern “quiz.” 

It is clear that he wanted his 
new order to be professionally 
instructed. 

With his Ladies of Charity, 
he established the first hospital 
social service department. 

The work of St. Vincent de 
Paul in France caused a state 
of unrest among the people in 
England, especially in the early 
days of the Crimean War when 
war correspondents described 
conditions in the English regi- 
ments as deplorable and pointed 
out the fact that an ample staff 
of Sisters of Charity had accom- 
panied the French forces. 

This painful condition stirred 
a number of humane men and 
women to devote themselves to 
the bettering of social condi- 
tions not only in England but 
in Germany and in many other 
places as well. 

The beginning of the nine- 
teenth century saw the estab- 
lishment of Deaconesses under 
Protestant auspices, at Kaiser- 
werth-on-the-Rhine. This be- 
came a very active organization 
in nursing and spread to many 
countries of the world. 

The “Protestant Sisters of 
Charity,” who changed their 
name later to Protestant Nurs- 
ing Sisters, were organized in 
England. 

Several other societies were 
organized later for the purpose 
of improving the conditions of 
the sick and the poor. 

All of these groups, whether 
religious or secular, made at- 
tempts to organize schools of 
nursing, but though they seem 
to have been wanting in many 
ways, they paved the way for 
the coming of the modern school 
of nursing. 

The aims that were put forth 
at the beginning of this lesson 
have been realized with the ex- 
ception of the last one: The 
first modern school of nursing. 

The Assignment 

This raises the questions. 

1. Who founded the first 
modern School of Nursing? 

2. What incidents in the Life 
of Florence Nightingale led her 
to adopt this kind of life? 

3. What preparation 
necessary ? 

4. What did she accomplish? 
5. What are the results? 
Summary 

To summarize the material 
that has been gone over in this 
plan: 

1. Ask one student to give a 
synopsis of what she has learned 
that is new about her profes- 
sion. 

2. Ask another to sum up 
what she knows about nursing 
in the Ancient World. 

3. Ask a third to outline on 
the blackboard the striking fea- 
tures of Mediaeval nursing. 

4. Ask a fourth to compile in 
one paper the nursing reforms 
of the Christian period. This 
may be dramatized, if con- 
venient. 


was 





(Provide other refer- 


ences that will show 
many different orders 
of Charity that follow 
the rules of St. Vincent 
de Paul.) 


What was the reac- 
tion in England to the 
work of St. Vincent de 
Paul in France? 


Apart from the Sis- 
ters of Charity enumer- 
ate secular organiza- 
tions that developed 
later for the care of the 
sick. 


What benefits have 
we derived from these 
various organizations? 

Thus far the history 
of the first modern 
school of nursing has 
not been given. 


(Read any Life of 
Florence Nightingale 
and collect the neces- 
sary information to 
show how the first 
modern school of nurs- 
ing came into exist- 
ence and what has 
brought nursing up to 
the dignity of a recog- 
nized profession.) 




















This plan covers from four to six chapters of 
material given in any of our histories of nursing. It is 
meant to be distributed over a series of 
lessons. The aims show the specific purposes to be 
accomplished through the subject-matter included in the 
plan, namely: the arousing of a feeling of appreciation ; 
a knowledge of the origin of some of the common prac- 
tices related to the care of the sick today; an interest 
in the development of the profession from its very begin- 
ning. The teacher should keep these aims directly 
before her and indirectly before the class all during the 
lesson. If these aims are accomplished, which will be 
done if references and illustrative material outlined are 
utilized, they cannot but have an uplifting influence on 
the student. 

The subject-matter in this plan is meant to be a 
It is a guide to 


therefore 


synopsis of the material to be taught. 
the teacher rather than an answer expected from the 
student. The procedure indicates how the student is 
to be brought into contact with the material outlined; 
the questions asked are to direct the thought forward. 
The references assigned will give the student a broader 
outlook on the subject and will remove her from the 
influence of one book which is sometimes very mislead- 
ing. Reference to outside sources will also teach her 
the proper value and use of a reference library. 

The illustrative material, such as pictures, models, 
drawings, and dramatizing holds the interest and makes 
the impression deeper. It is very helpful during the 
teaching of a lesson or a series of lessons needed to cover 
the subject-matter outlined, to introduce reviews, sum- 
maries, and drills. The class period opened with a 
brief review of what has been covered in the previous 
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recitation will link up the incoming knowledge with 
what the student already knows about the subject. 
Here the lesson plan in the hands of the teacher will 
serve the purpose of helping her to direct the student 
economically and with as little time as possible through 
this review. 

The summary at different points will help the stu- 
dent to grasp what may have not been clear before and 
to organize the material in her mind in such a way as 
to be available when it is needed. During the progress 
of the teaching, questions will undoubtedly arise which 
will form the basis for later recitations and which will 
make provision for the assignment. As the summary 
will show what the student knows about her subject, 
so the assignment should show what she still needs to 
know, and will give some direction about how to secure 
the necessary information. 

No lesson should be concluded without definitely 
referring to what it undertook to do, which will be found 
incorporated in the aims at the beginning of the plan. 
Were the aims accomplished? If they have not been, it 
means that the teacher has overlooked a very important 
part of her teaching. 

It may appear that such a plan would require more 
time than the average teacher in a school of nursing can 
command, but authorities in education agree that the 
making of full plans is part of the process of making 
teachers; that no teacher can afford to disregard plan- 
making if she is to give anything to her students. It 
is one thing to attend class and another to bring away 
Plan-making 
prevents backsliding and makes for progress and effi- 


from class something that is workable. 


ciency in teaching. 


The Teaching Hospital : 


J. Frederick Langdon, M.D., St. Joseph’s Hospital, Omaha, Nebr. 


Tt mt are 524 Class A standardized hospitals in 
the United States and Canada. A limited num- 

ber are connected with medical colleges, and, 
therefore, few are actively engaged in the work of 


At the present time there are but five Cath- 
These are 


teaching. 
olie colleges of medicine in this country. 
all Class A colleges, living up to the rules and regu- 
lations of the Council on Medical Education of the 
A. M. A. Some of these have passed through trying 
times and have weathered the storm. They deserve 
the careful consideration and attention of the Catholic 
Hospital Association. They should be protected and 
fostered by this organization, and their welfare zeal- 
ously guarded. 

The future of medicine lies in the hands of those 
coming after us, but we of the present exert a mighty 
influence in shaping its destiny. The student of to- 
day is the physician of tomorrow. To quide his course, 


to give him a thirst for scientific knowledge, to make 
him all that the true physician should be, is the sacred 
duty of all who come in contact with the student of 
medicine. 


A diploma may be a power for good, or for 





evil. While the will be the 


chief factor in determining his conduct, nevertheless 


the character of man 
a medical education based on a respect for the moral 
law is necessary. 

In the course of medical training there is prob- 
abiy no more important department than the teaching 
hospital, where the student rounds out his course with 
the practical side of medicine, under the proper guid- 
ance, and in the proper medical atmosphere. The prac- 
tice of medicine is not mastered within the four walls 
of a medical college. The theory is acquired in the 
classroom ; the practice comes only from contact with 
the patient, and this contact is had in the hospital. 
On entering the fourth year, the senior takes up his 
He learns the art of “history” writing. 
The student who fails to acquire this knowledge is the 


hospital work. 


victim of neglect, and the fault, in the great majority 
He further has the 
opportunity of personally examining the patients and 
putting into practice the theories he has learned in his 
earlier course. He is required to chart his findings, 
and, most important of all, his work is checked. In all 


of cases, lies with his professor. 
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well ordered hospitals every chart is censored. The 
habit acquired at school of careful, painstaking care 
of records will, if carried later into practice, greatly 


help toward success. 

Standardization, according to the plan of The 
American College of Surgeons and The Catholic Hos- 
pital Association, has rendered a service to the medi- 
cal profession in this regard that is hardly yet realized. 
Future generations will the and will 
appreciate the foresight of the men who initiated this 


reap benefits, 


movement. One need scarcely spend much time in 
enumerating the advantages of hospital training as a 
part of the student’s It must be quite 
evident that on the hospital falls, in a great degree, 
the work of training the young physician, and much 
depends on the thoroughness with which it devotes 
itself to this task. 

And what does the hospital receive in return? Of 
what advantage is it to have the wards filled with white 
students ? the this 
Is the patient’s welfare endangered ? 


education. 


robed Does hospital gain by 
arrangement ? 
I would answer by saying that the student by his very 
presence is the greatest stimulus to study and advance- 
ment. He is He persistently seeks 
and demands the whys and wherefores of what he sees, 
and, if his demands are to be met, the staff, the in- 
terns, the nurses, the Sisters, all must become students 


When the whole personnel of a hospital 


there to learn. 


themselves. 
becomes imbued with the necessity of study, then 
thoroughness and efficiency must follow as a matter of 
course, and the patient whose welfare is the ultimate 
end of all our endeavors, will profit the most. 

Medical students are critical, much more so than 
they will be later, when the hard knocks of practice 
have brought home to them the fact that medicine is 
not an exact science, and that mistakes are inevitable. 
Nevertheless, the fact remains that they as students, 
are quick to note the clinician’s errors, and this makes 
for carefulness and thoroughness on the part of those 


who would aspire to the position of teachers. The 
teaching hospital has thus a direct advantage. It must 


The student will make it progress. 

far has had to do with the 
What of 
those, and they are far in the majority, that have no 


progress. 

Our discussion thus 
hospital affiliated with a medical college. 
such connections? Aside from the care of the under- 
graduate, thev have the same problems and the same 
opportunity for advancing medical science. There are 
approximately 420 standardized hospitals, independent 
of any college connections, giving internships to over 
3000 men. 
best 


An intern is but a student completing the 
ITe the 


hospital in which he serves. 


year of his course. must be taught by 


The question of the intern is a vital one. Tn 
vears gone by he was given scant attention. He was 
thrown into a mass of routine work, buffeted about and 
allowed but little responsibility. Things have changed. 
We have come to realize that the man who gives a year 


of his time to the hospital is entitled to something in 
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return. His work should be so mapped out that he 
gets the greatest returns in knowledge for the work 
he does. Personal contact with the patient and the 
physician should make the year the most valuable of 
his whole training. 

The intern should be given responsibility. He 
should be allowed, in selected cases, to do the actual 
work under the watchful eye of the surgeon. The 
average intern is, I believe, enthusiastic, eager to work, 
and eager to learn. If he is properly encouraged this 
will continue, and the year will be a fruitful one. On 
the other hand, if his enthusiasm is dampened by 
neglect not only will his year be wasted, but his whole 
future ruined. The responsibility rests not 
only on the staff as such, but on each individual mem- 
her of the staff. 


may be 


The responsibility is a large one. 

In every hospital of any size a well-equipped train- 
ing school for nurses is indispensable. The nurse’s 
place in the care of the sick is an important one. The 
hospital that trains the nurse and sends her into the 
homes of the afflicted, carries a great responsibility. 
Not every woman is fitted by nature to be a nurse. 
Discrimination should be used in the selection of candi- 
dates for this great profession. The high standards 
maintained at the present time have weeded out many 
of the unfit. 


The preliminary requirements should be strict. 
A high school education is, I believe, essential. A 
good schooling in English reflects credit on the nurse, 
and the hospital from which she graduates. Culture 
and refinement are to be desired. 

The psychology of nursing is a pertinent subject, 
yet its importance is not always appreciated. The 
She is often 
An 
ill advised remark, a cross word, a failure to realize 


nurse should be taught the value of tact. 
closer to the patient than the physician himself. 


the sacred obligation incumbent on the nurse to keep 
inviolate the confidences of her patient, will often spell 
atten- 


Kindliness, cheerfulness, 


tion: these are the attributes that, in a great degree, 


disaster. courtesy, 
distinguish the good nurse from the poor one, and 
these are the points that should be kept constantly in 
the foreground both in the classroom and at the bed 
side. 
The 


largely on its staff. 


teaching efficiency of a hospital depends 
Aside from the training of the 
nurse, the greatest share of active teaching falls to the 
attending physician. To carry on this work properly, 
the staff must be organized to teach and to be taught. 
this possible. In times 
past there was no unity, no organization, no oppor- 


Standardization has made 
tunity to hear of and profit by a colleague’s experience. 
Today the monthly staff meetings are a source of profit 
and instruction to its members. The staff is not only 
teaching its students, interns, and nurses, but is also 
itself. 
deaths and autopsies stimulate study, and enthusiasm. 


In some hospitals the Sisters attend the regular staff 


teaching Free discussion of cases, case reports, 





























meetings. This is to be encouraged. Their problems 
should be brought before the staff. Joint discussion 
will be of mutual benefit. 

In this paper I have endeavored to bring out the 
thought that every hospital, whether connected or not 
with a medical college, should be a teaching hospital, 
a disseminator of medical knowledge to all with whom 
A hospital has a larger, a 


it may come in contact. 


greater work than the mere care of the sick. It has 
the opportunity to assist in the great work of advanc- 
ing medical science. In these days. with the cults 


loudly advertising their wares to a credulous public, 
the people are more than ever in need of our protection. 
If we are to retain their confidence, we must educate 
them. 

The closest contact between the medical profession 
and the people exists through the agency of the hospital. 
Why not begin our education here? Satisfied patients 
will do more to further the science of medicine than 
will a world of newspaper publicity. To accomplish 
this an efficient, smooth-running hospital management 
is necessary. If every physician, every Sister, every 
intern, every nurse could be made to realize that this 
end can be accomplished only by individual effort, 
there would be no dissatisfied patients. Unfortunate- 
ly there are always in every institution some, who do 
not accept individual responsibility, and who, through 
indifference, disloyalty or selfishness, do not place the 
interests of the hospital above their own. ‘The less 


number of this character there are in a hospital, the 
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nearer it will approach 100% efficiency. In the past 
there has existed and still exists to a surprising degree, 
a horror of the hospital. This should not be. A hos- 
pital should be a place where the sick like to come; a 
place where they are kindly treated, and a place which 
they leave with gratitude for what has been done. A 
hospital run on such lines will accomplish not only 
the greatest good for the patient, but also for medical 
science. 

A certain 
Sensational articles dealing with wonderful 


amount of publicity is feasible and 
desirable. 
operations performed, or rare cases cured are abhor- 
rent to physician and patient alike. However, there 
are many things about the hospital that are of interest 
te the public, and should be conveyed to them through 
the newspapers. 

Each hospital should have a publicity committee 
to give to the papers such items of interest as may 
prove of benefit to the people, and thus promote a 
better understanding of the ideals and purposes of 
medical science. Our profession has a long and honor- 
able past. It has accomplished much in the cure and 
The public should be better 
acquainted with it. The hospital that devotes its 
efforts to teaching will not die with the crumbling of 


its walls, but will live in the generations to come, and 


prevention of disease. 


the Sisters in charge, who are devoting their lives to 
the care of the sick may rest content in the knowledge 
that they are discharging, 
duty to God and humanity. 


in the fullest measure, their 





Christmas 


Reverend Dear Father: 

HOSPITAL PROGRESS has always been a source 
of delight to me. The judgment that led up to its estab- 
lishment was very sound. The magazine has threaded 
together the myriad labors of Catholic endeavor into a 
tapestry of charity and science which holds our admiration 
and profound respect. I wish the magazine continued 
success. 

Very sincerely in Christ, 
RT. REV. JOHN MARK GANNON, 
Bishop of Erie, Pa. 


May the Divine Babe of Bethlehem grant HOSPITAL 
PROGRESS to enlighten more and more the staffs of our 
hospitals in the way of true scientific progress, in every 
line of hospital activity! May He grant it also to bring 
solace and comfort to the thousand bed-stricken of our 
hospitals; but, above all, may the Child Jesus give HOS- 
PITAL PROGRESS the exceptional grace of inspiring our 
hospital personnels with the intimate conviction that their 
work is less corporal than psychical, less material than 
spiritual according to the words of our Lord: “Man liveth 
not in bread alone, but in every word that procedeth from 


the mouth of God.” 
REV. H. BOURQUE, S. J., 
St. Boniface College, Manitoba, Canada. 


Our nurses have already begun to practice Christmas 
hymns and with the first notes of “Adeste” the hearts 
at St. Vincent’s expanded with Christmas good will. We 
want everyone in all our hospitals to have a wonderful 
Christmas and our first greeting goes out to HOSPITAL 
PROGRESS and to dear Father Moulinier and his co- 
workers. May the Christ Child continue to bless their 
efforts and may their fondest hospital dreams come true. 

SISTER MICHAELLA, 
St. Vincent’s Infirmary, Little Rock, Arkansas. 


Greetings 


“Peace to men of good will!” 
without anything of novelty to commend it—yet, as it 
fittingly carried the Angels’ greeting to the shepherd’s on 
Judea’s hills, so, as we stop to take stock of our hospital’s 
progress in the quality and spirit of its service, it best 
expresses our Yuletide message to you, truly men of good 


A Christmas greeting 


will, Father Moulinier and your associates. That all may 
be one in heart and mind was the end of the first Christ- 
mas, and with this ideal, the inauguration of the Catholic 
Hospital Association conceived and accomplished the 
present splendid organization of hospitals varied in their 
immediate purposes, but having as the ultimate end, the 
glory of God through the material and spiritual well-being 
of His creatures. 

Press on, officers and my fellow-workers, and as the 
charity of Christ determines your labors here, so may the 
vision of Christ determine your bliss eternal. 

SISTER M. ROSE, 
Mercy Hospital, Pittsburgh, Pa. 


Christmas is coming with its world of kindly thoughts 
and sweet associations. The world opens its cold heart 
to purer emotions and loftier aspirations than those that 
sway its everyday life. Our utmost efforts cannot quell 
the pain of loneliness, or fill the empty places, or drain 
the grief of loss; but the peace of the Christmastide, the 
promise of the angel’s song, is for the sorrowful, as well 
as for the glad. 

Let us keep the feast of Christmas every day in the 
name of Him in Whose honor all the Christmas songs are 
sung, and all the Christmas trees are lighted, the Author 
of Peace and Good Will. 

Accept our sincere wishes for a full measure of joy 
for this holy season for yourself and all who help to make 
PROGRESS what it is to us—an inspiration. 

ST. ANTHONY’S HOSPITAL, 
Terre Haute, Indiana. 
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Simplified Method of Hospital Cost-Accounting oe 8 


Arthur J. Peel, Consulting Accountant, Boston, Mass. 
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the matter of departmental costs was taken up, and 
‘we endeavored to show how these may be obtained simply 
and effectively. In the chart shown here, these depart- 
ments are shown in their relationship to various cost 
combinations, and are eventually absorbed into the total 
and all-inclusive per capita cost, which is the total cost 
On the left-hand side of the chart will 
be noted perpendicular and horizontal lines and, indi- 
These 
lines indicate the journalized transfers of values from 
For example, let us look at 


per patient day. 
cated by arrows, their source and destination. 


one department to others. 
the Food Supplies account, which may be a branch of 
the Kitchen account. 
food supplies delivered from the General Stores (at the 
top of the column). The transfers from the Food 


This account is charged with all 


supplies account are to the Maintenance of Staff account, 
being the amount of food requisitioned daily for staff 
meals, and to the Maintenance of Patients’ account, 
being the value of food requisitioned for patients. Since 
the Maintenance of Patients’ account is the final account 
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into which all operating accounts theoretically close, it 
is set apart from the others. After we have taken one 
more example, the method of showing these journalized 
transfers should be clear. Take laundry expense, for 
example ; this is entirely absorbed by other departments. 
For instance, laundering uniforms and personal clothing 
would be a charge to Maintenance of Staff; hand towels 
for the office, Administration and Office expense; towels 
for doctors and nurses, would be Medical expense, and 
so on. The only direct cost or charge to the Laundry 
account, is Labor, wages. The indirect charges which 
come through the journal and are indicated by the 
arrowed lines into the laundry division, are for supplies, 
from the general stores; and light, heat and power, 
charges from the engineering department. 

In a well organized hospital, the farm, garden and 
grounds, engineering, and laundry expenses, would be 
cleared monthly to other operating departments. These 
main functional departments are shown on the chart as 
those which are closed into the Maintenance of Patients’ 




















account, by means of the broken arrowed lines. Charges 
to all departmental accounts are from payrolls, expense 
accounts, and the journal. 

Now on the right side of the chart, we have a fur- 
ther development, which may be easily followed. The 
daily requisitions of food supplies gives us the cost of 
food for patients and staff. Add to the cost of food 
supplies, the cost of running the kitchen and bakeries, 
and we obtain the cost of food and cooking (prepared 
meals). Add to this a proportion of the cost of nursing, 
if you like, and we would get by this means, a cost of 
food, cooking, and meal service. This accumulative cost 
is carried on until we arrive at a total all-inclusive cost 
maintenance of These subsidiary cost 
figures are taken from the accounts as required, and pre- 
pared in the form of statements. The Maintenance of 
Patients’ account is a controlling account in which is 
reflected the total cost of hospital service for patients. 
Since the purpose of a hospital is to perform a service 
for the sick, the cost of that service must necessarily be 
the entire cost of maintaining the hospital. There are 
those who will dispute this opinion, but personally I 
see it in no other light. But for those who do not agree, 
the cost system outlined in this paper will enable them 
to very conveniently eliminate anything that they con- 
sider should not be incorporated in charges to patients. 
Whether the balances in all operating accounts are actu- 
ally transferred to the Maintenance of Patients’ account 
or not, they must be considered when determining a 
total and all-inclusive patient day cost. 

Two facts are necessary in order to arrive at the 
cost per patient day: A total charge, and a total num- 
ber of days; the patient days divided into the total cost 
will, of course, furnish the required per capita cost; the 


of patients. 
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per capita cost being the cost per patient for one day in 
the hospital. Of course, it is understood that this will 
be a mean average cost. 

A distinction not shown on the chart or the forms 
which follow, is that which many institutions need to 
make between private and public ward patients. In two 
articles written for the purpose of covering in a broad 
way the entire subject of hospital cost accounting, it is 
impossible to take up every subdivision of expense. 
Some hospital authorities advise the maintenance of 
segregated accounts which will show all charges for 
private room patients separately from the public wards. 
This is undoubtedly the more complete way, but it in- 
volves a split of several of the operating accounts, and a 
double distribution of charges. Another method is to 
maintain separate costs over a sufficiently representative 
period of time, and on this basis determine a percentage 
of operating costs which shall be used in arbitrarily 
charging to a Maintenance of Private Ward Patients’ 
account. These charges would, of course, be made on 
the basis of patient days. 

Since the matter of food control is such an impor- 
tant one, I have prepared a flow sheet which shows 
readily, I venture to hope, the method by which adequate 
In this outline 
are included all the actual steps, from the purchase of 
Then follows the plan for 
The daily reports 
shown on the chart are merely suggestive. There are 
many hospitals that are not in a position to go to this 


control of food costs may be attained. 


food, to its consumption. 
collecting and distributing costs. 


extent in daily reporting. In Canadian hospitals oper- 
ated by the government during the war and post-war 
period, all the reports indicated here were prepared 


daily, but the need for this was very great where a hun- 
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EXHIBIT B. FLOW SHEET FOR HOSPITAL ACCOUNTING. 
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dred or more institutions were being controlled on 
uniform lines. The daily reports showing the consump- 
tion of food commodities by patients and staff, are, how- 
ever, quite essential to proper control. In certain types 
of institutions, particularly state and penal hospitals, a 
daily report of usable food returned to kitchen, should 
be prepared, and the value of such food should be 
credited to staff and patient costs and charged back to 
the Kitchen account. The daily report of the number 
of meals served, is sent through the steward’s office to 
the accountant, together with the daily reports of food 
supplies requisitioned from stores and issued to the 
kitchen. This enables the accountant to develop his 
food, cooking, and serving costs, progressively. 

The monthly statements that are prepared need not 
necessarily be according to the reports shown on the 
chart “B”; but the information which these five reports 
give, should be shown in some manner, even if consoli- 
dated into two or three monthly reports. These we will 
take up a little later. 

A considerable amount of trouble is often experi- 
enced in hospitals and other similar institutions, in 
obtaining accurate food costs. In order to insure proper 
control of all material in stores, which is the first 
requisite to any system of cost accounting, all supplies 
should be inventoried, and the storekeeper should be 
required to keep his own stock inventory. No reports 
should be required from the storekeeper, other than a 
receiving slip when goods are shipped to the hospital 
and taken into This receiving slip, together 
with the purchase order, is sent through the steward’s 


stores. 


office to the accounting office, where it is held to check 
against vendors’ bills. 

A card inventory of all food supplies should be kept 
in the steward’s office, since it is his office that orders all 
purchases, is advised of shipments, and authorizes issues. 
Frequent and periodical checks should be made of every- 
thing in the stores by the steward’s department, and all 
discrepancies between the physical inventory taken, and 
the book inventory, as shown by the steward’s records, 
should be explained and properly adjusted at the time, 
and should not be allowed to accumulate until the end 
of the fiscal period. This procedure will give effectual 
control over all food supplies in stores. 

In the kitchen, control is dependent on the accuracy 
of the daily food requisitions, and in this the knowledge 
and experience of the steward or his assistant is vital. 
We meet continually, situations in regard to food con- 
trol and costs, in which accounting reaches its limit, 
and we are dependent on technical and professional 
knowledge for accurate information as to efficient or 
inefficient management. 

On reference to the flow sheet it will be observed 
that the cost accountant gathers up the information he 
receives from various sources, and by association, and 


combination, he develops unit costs. It is well to 


remember that notwithstanding the fact that daily re- 
ports are received by the accountant from the steward’s 
department, the accountant still has an independent and 
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effectual controlling account of all food purchased, and 
issued to the kitchen. For instance, all food supplies 
are charged by the accountant from the bills to the 
General Stores’ account and its subsection—Food 
Supplies. Then once a week, or at any other regular 
interval, he credits this account with the total value of 
all requisitions filled by the storekeeper, and at the same 
time charges the Maintenance of Patients, and Staff 
accounts. In this way without any daily reports from 
the steward’s department, other than a daily record of 
the number of meals served, the accountant would, at 
the end of the month, be in a position to develop per 
capita costs of meals, cooked and served. But for ade- 
quate control this is not sufficient. A per capita cost 
that is running high must be very closely analyzed if 
the reason is to be discovered. This means that we must 
have daily reports in sufficient detail so that the execu- 
tive authorities may have before them, the complete 
story. An extra cent a meal may be accounted for by a 
too high priced brand of tea, or an extravagant use of 
hutter, or some other commodity. But if no record is 
kept of the quantities of each individual food supply 
issued each day, these facts will never be discovered 
because investigation is seriously handicapped right at 
the point where a start needs to be made. This brings 
us to the first and initial requirement for proper food 
control methods, which is, that all requisitions must 
show the quantities of each individual food commodity 
used, and these same requisitions must be carried 
through in similar detail, in the daily reports, until a 
per capita cost for each class of food is shown. Fig. 1 
shows a form of report which is made up daily, but re- 
flects the story of a complete month. This form is a 
combination of three good forms used in prominent 
hospitals, and which I have combined in such a manner 
as to show all necessary information on one form only. 

One of the serious drawbacks in most of our modern 
institutional cost accounting, is the multiplicity of forms 
used. Many of these are superfluous, and every effort 
should be made to combine information in such a 
mauner that it may be shown on one consolidated form. 
The entries to the form Fig. 1 are made from the daily 
requisitions on the stores. It will be noted that in order 
to make up the report in the manner called for, the daily 
requisitions must separate the issues of patient meals, 
from those for staff meals. The three columns under 
each day, are for the following purposes: N—number 
of patients (number of meals divided by three) or, 
number of staff; Q—quantities of food supplies issued 
on requisition; C—cost of food requisitioned. This 
record is kept for each day, and at the end of the month 
information is accumulated which makes possible a 
resultant cost per patient day, for each class of food 
commodity consumed. 

Is it necessary that a permanent record, such as 
this, should be made continuously? This is a question 
often asked. Frankly, no; not in the small hospital, nor 
in the institution that is not organized to the degree 
that it is necessary to run a cost system of this type. 
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Consolidated Monthly Statement of Food Consumption, Cost. » Patient a Shay Day Cosi” 
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But let me hasten to add that every hospital should 
maintain sucha record for at least three months each 
vear, especially if operating costs are fluctuating to any 
degree. It is surprising how quickly operating expense 
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FIGURE 2. 


can develop out of all proportion to its need, and con- 
tinue for a lengthened period without being discovered, 
when no cost accounting records are available. In one 
case we found that patient day costs for meals, cooked 
and served, had increased half a cent in a certain hos- 
pital, while in other hospitals in the same part of the 


country, the cost was running evenly. This was before 
an adequate cost system was in operation, or an air-tight 
stores control effected. After some weeks’ investigation 
it was discovered that the storekeeper was selling eggs 
outside and pocketing the proceeds; but the eggs were 
being charged up as if requisitioned. The extra half 
cent per patient day amounted to only $30 a week, but 
this would have paid the salary of a good office assistant, 
or a nurse, 

In developing cooking and serving costs, these must 
For this 
which, 


when made up properly, will reflect instantly any un- 


also be shown in detail and comparatively. 
purpose I have devised a simple form, Fig. 2, 


toward increase in operating costs in the kitchen and 
bakeries. In a case recalled, a cost report similar to the 
one illustrated, revealed an extravagant use of gas for 
cooking. This was quickly investigated and reduced to 
normal, the following month. 

The serving cost is a form of expense that must be 
estimated, in a hospital. 
of course, a straight proposition, but the serving of 


Staff dining room service is, 
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meals in wards, involving as it does a proportion of the 
nurses’ time, makes it necessary to arbitrarily fix a per- 
centage of nursing salary cost, which shall be charged 
to serving costs. An alternative arrangement would be 
to show a cost of meals, and service which would include 
all nursing service. These are problems that will arise 
in every institution, and they must be determined in 
accordance with the special need or requirement. We 
can do no more here than indicate, in a broad manner, 
how any classification of costs may be arrived at when 
right principles are adopted and proper methods of 
applying those principles, practiced. 

The principle of showing expense of the current 
month, in comparison with the previous month, is 
wholly sound and advisable. Some authorities prefer 
to show current expense in comparison with the expense 
This, 


too, is very desirable at times, and takes into considera- 


of the corresponding period of the previous year. 


tion the fluctuations of expense due to seasonal causes. 
When showing these comparisons it is a very simple 
matter to show also, the total expense to date, and every 
statement that lends itself to this form, should show this 


information. 


In Fig. 3 we have a form of report in which the 
cost of food supplies, and the cost of cooking and serv- 
ing, are shown by months, separately, and together. 
This is an exceedingly useful and valuable record to 
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have, and involves little trouble when the basic factors 
are properly recorded in the manner deseribed in the 
earlier part of this article. 


nee 

Monthly statements in which are reflected addi- 
tional operating costs, reduced to units of patient days, 
can be easily drawn up, following the same principles 
illustrated in Fig. 3. None of the other operating 
accounts present the difficulties met with in food and 
serving costs, so that there is no necessity for us to go 
into this further. 


In closing I would like to emphasize one thought 
in regard to all cost accounting questions: begin at the 
beginning. This may seem quite an 
admonition, yet a large proportion of socalled cost 


unnecessary 


accounting fails, because first things are neglected. For 
example, if a careful distribution of expense is not made 
at the time such expense is incurred, and entries made 
in the voucher register or cash journal, as illustrated in 
the first article, the system will not work without a great 
deal of unnecessary and arduous clerical labor. Again, 
if food supplies are not requisitioned and reported in 
quantities, and requisitions notated with costs, at the 
time they are sent to the kitchen or bakehouse, the basis 
of per capita cost-finding, as well as food control, is swept 
away, and we would have to depend on an all-inclusive 
food cost, developed from the cost accountant’s controll- 
ing records. 


X-Ray Technique 


Seventh of a Series of Illustrated Articles by James F. Kelly, M.D., Assistant Professor of Radiology and 
Physiotherapy, Creighton University, Omaha, Nebr. 


HERE are several anatomical points 

| of interest to the technician which 
we will mention briefly and which 

he should bear in mind while working on 


the spine. It would probably be a good 
thing for the staff man, even though he is 
aware of these facts, to call them specially 
to mind when ordering an x-ray examina- 
tion of this structure. 

The vertebral column averages about 
two and one-half feet in length and this 
fact is commonly ignored on the requisition 
blank hy the staff man who requests an 
x-ray examination of the spine without any 
To de- 
the 


lumbar or 


attempt to localize his pathology. 
is the cervieal or 


the first 


termine whether it 


lumbar vertebrae, or 








Fig. 55—Represents the lateral view of a half section of the full length 
of the vertebral column showing the normal antero-posterior cerves. 
The vertebrae are numbered just anterior to their respective bodies and 


the fifth lumbar that is to be x-rayed, is 
not the duty, nor is it within the range of 
the ability of the x-ray technician. To 


x-ray the entire spine is a tedious and 


expensive procedure and the staff man 





posteriorly they are named according to their area. 

In the lumbar region, the letter Y represents the bodies; the letter X 
represents the fibro-cartilaginous pads or inter-vertebral discs; the letters Z, 
posteriorly, are opposite posterior or spinous processes. 

Above this are several x-ray cones lettered from A to H and tilted in the 
direction required for good radiographic results in their respective areas. 
These tilts may be modified to some extent, for instance by elevating the 
knees the lumbar curve is flattened and less tilt is required. Distance also 
has considerable bearing upon the degree of the tilt. However, this diagram 
will serve to indicate that the direction of the central ray should be parallel 
to the inter-vertebral spaces. 

















should examine carefully and specify distinctly the 
part or parts of the column he wishes examined, and 
why. Another important factor requiring exactness in 
the requisition is the four normal antero-posterior cur- 
the vertebral column. These curves 
named according to their location as follows: 

First—the cervical curve (see Fig. 55) commences 
at the first cervical and terminates at the second thoracic 
(dorsal) vertebra. It is convex in front and is the least 
marked of all the curves. Its apex is anterior on a level 
with the fourth cervical vertebra (arrow B indicating 
the direction of the x-ray beam), (Fig. 55). 

Second—the thoracic curve which is concave for- 
ward begins at the second dorsal (thoracic) and ends 
at the twelfth dorsal (Fig. 55). Its apex is posterior 
on a level with the sixth dorsal vertebra (arrow D, Fig. 
55). 

Third—the lumbar curve starts at about the twelfth 
dorsal and terminates about the middle of the sacrum. 
Its apex is anterior and on a level with the third lumbar 
vertebra (arrow F, Fig. 55). 

Fourth—the pelvic curve begins at the fifth lumbar 
vertebra and terminates at the tip of the coccyx. It is 
concave anteriorly. Its apex is posterior on a level with 
the lower end of the sacrum (Fig. 55). 

The thoracic and pelvic (posterior) curves are the 
primary curves and begin to be formed at an early period 
of fetal life and are due to the shape of the bodies of 
the vertebrae. The cervical and lumbar (anterior) 
curves are compensatory or secondary and are developed 
after birth in order to maintain the erect position. Not 
uncommonly the thoracic portion of the vertebral col- 
umn even in healthy persons deviates laterally (scoliosis) 
slightly toward the right. This is due to the position 
of the heart and of the arch of the aorta.” Any marked 
deviation (scoliosis) to the right or the left should be 
considered pathological. When the above facts are con- 
sidered, that is the length of the vertebral column and 
the presence of the numerous normal curves, etc., it 
should be easy to understand why the staff man should 
specify exactly the part which he wishes examined and 
not merely indicate the spine. On the other hand, the 
technician should be thoroughly familiar with the vari- 
ous curvatures, etc., so as to be able to properly focus 
the ray to the best advantage (see position of x-ray 
cones and arrows indicating direction of x-ray beam in 
Fig. 55. The tilt required for the various portions of 
the spine is indicated). 

There are thirty-three vertebrae and they are num- 
bered from above downwards and are named according 
to their location as follows: 


vatures of are 


There are seven cervical in the region of the neck 
(Nos. 1 to 7 in Fig. 55). There are twelve dorsal or 
thoracic in the region of the upper back (Nos. 1 to 12 
in Fig. 55). Each dorsal vertebra affords an articular 
facet on each side for its respective rib, the first pair of 
ribs articulating with the first (dorsal or) thoracic 
vertebra and so on downwards to the twelfth pair of 
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ribs which articulate with the twelfth thoracic vertebra. 
Occasionally there will be a rib articulating with a 
cervical or lumbar vertebra and this rib is called a cervi- 
cal or a lumbar rib respectively. 

Normally there are five lumbar vertebrae located in 
the lower back region. Normally they have no ribs. 
Occasionally there are six or only four lumbar vertebrae. 
The cervical and lumbar vertebrae permit a wider range 
of motion than do the thoracic vertebrae which are held 
more rigidly in their position by the ribs. 

The sacral vertebrae at an early period of life con- 
sist of five separate pieces but in the adult they are 
united to form a single bone, the sacrum which is a 
wedge shaped solid bone supporting the spinal column 
and forming the central posterior portion of the bony 
pelvis (Fig. 56). The sacrum, therefore, consists of 
five fixed vertebrae with practically no range of motion 











Fig. 56. of lower two 


X-Ray Film. Antero-posterior view 
lumbar, all the sacral and coccygeal vertebrae and entire pelvis 
including the hip joints. 


Area A over lower lumbar vertebrae. 

Area B with dotted lines above, below and on both 
represents the sacrum. 

Area C below dotted whife line represents the coccyx. 

Area D represents the ilium. 

Area E the pubic bone. 

Area F the ischium. 


sides 


except at its side where slight motion is permitted at the 
sacro-iliac articulation (Fig. 56). Anatomically, the 
sacrum varies greatly in size, shape, etc. 

Finally, the coceyx, or lower end or tip of the spine 
is formed of four small bones. It is the most rudimen- 
tary part of the vertebral column and the last segment 
or two are generally mere nodules of bone without dis- 
tinct processes or other characteristics of the vertebrae 
(Figs. 55 and 56). The upper two or three coccygeal 
vertebrae are fused into a single bone articulating with 
the Occasionally, the 
lower two segments are present as small bony nodules 
This 
anatomical arrangement of the lower spine adds diff- 


the lower surface of sacrum. 


with cartilaginous attachments. irregular 
culty to the proper roentgenological interpretation of 
this area in suspected fracture cases, sprains, ete. There- 
fore, careful stereoscopic pictures are essential. Thor- 
ough cleansing of the distal colon should be a routine 
measure before radiographing. 

From the foregoing brief description, it is easy to 


realize that the various portions of the spine differ con- 
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siderably physiologically and as they differ physiologi- 
cally, they differ structurally. As stated before, there 
are thirty-three vertebrae in number, seven cervical, 
twelve thoracic, five lumbar, five sacral and four in the 
coceyx. This number is sometimes increased by an 
additional vertebra in one region or the number may be 
diminished in one region, the deficiency being supplied 
by an additional vertebra in another region. 

The vertebrae in the upper three regions remain 
separate throughout life and are known as true or 
movable vertebrae, but those found in the sacral and 
coccygeal regions are generally firmly united in the 
adult so as to form two bones, the sacrum and coceyx 
(Fig. 56). The fused vertebrae are known as false or 
immovable vertebrae. 

With the exception of the first and second cervical, 
the true or movable vertebrae present certain common 
characteristics which are best studied by examining one 
from the middle of the thoracic region. 


SUPERIOR SURFACE 








Fig. 57. A typical vertebra viewed from above. 

Area A the body. 

Line 0 to 0 divides the body from the neural arch. 

Fig. 1 is the pedicle. 

Fig. 2 is the lamina. 

Fig. 3 is the posterior spinous process. 

Fig. 4 is the transverse or lateral process. 

Arrow 1 points to the sites of the articular processes. 

F B is the perforated portion of which contains the spinal 
cord. 


The typical vertebra (Fig. 57) consists of two 
essential parts, an anterior solid segment, the body 
(area indicated by A) and a posterior perforated seg- 
ment, which consists of all the bony structure and the 
central perforation lying posterior to the zero line (line 
marked 0 to 0). 

Briefly, the function of the various parts of a ver- 
tebra are as follows: The bodies of the vertebrae are 
placed one upon the other, forming a strong pillar for 
the support of the skull and trunk; the arches forming 
a hollow cylinder (B) behind the bodies afford a bony 
protection for the spinal cord. 

The various processes afford means for locking one 
vertebra to the other and also afford projections for the 
attachments of tendons, muscles, etc. 

The body is the largest part of te vertebra (letter 
A, Fig. 57—A’, Fig. 58—letter Y in Fig. 55). Itisa 
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solid bony structure with a thick pad of fibro-cartilage 
above and below to assist in holding the neighboring 
vertebrae in position. This pad of fibro-cartilage (letter 
X, Fig. 55) appears as an open space in the x-ray pic- 
ture and is referred to as the intervertebral disk or 
articular space. 





Figure 58 illustrates a lateral view of a typical vertebra. 
Area A indicates the upper surface of the body. Area A’ indi- 
eates the lateral surface of the body. Zero line divides the 
anterior solid portion from the posterior perforated portion. 
Arrow 1 points to the superior articular process and area 3 is a 
lateral view of the posterior or spinous process, marked Z in 
Figure 55 


The neural arch is formed of pedicles, laminae, and 
processes (Fig. 57). The pedicles are two short, thick 
pieces of bone which project backwards, (areas indi- 
cated by 1, Fig. 57) one on each side from the upper 
part of the body of the vertebra at the line of junction of 
the posterior and lateral surfaces. The laminae (areas 
indicated by 2, Fig. 57) are two broad plates of bone 
which fuse with the pedicles anteriorly (line Y) and 
with each other in the posterior mid-line (marked W) 
to inclose the spinal vertebral foramen which contains 
the spinal cord. When the laminae fuse posteriorly, 
they are generally projected backward or backward and 
downward in a single bony process known as the pos- 
terior or spinous process (area indicated by 3, Fig. 57). 
When the laminae fail to fuse posteriorly we then have 
an open neural space or the condition known as spina- 
bifida. 

The articular processes are four in number, one 
upper and one lower on each side and spring from the 
junction of the pedicles with the lamina (arrow 1, Fig. 
57 points towards the site of the articular processes). 





Fig. 59 is a typical vertebra viewed from the front and look- 
ing slightly downwards. Posterior or spinous process not visible 
in this position. Arrow 1 indicates superior articular process 
and Fig. 4 represents the transverse process. Area A. indicates 
the upper surface of the body and is the space occupied by the 
} ag a cartilaginous dise. A’ is the anterior surface of 

e body. 
























The transverse processes, one on each side, project 
outward from the point where the lamina joins the 
pedicle. 

From the radiographic standpoint, the following 
parts of a vertebra are of the most importance: 

1. The body, area indicated by A, Fig. 57, viewed 
from above and region Y, Fig. 55, viewed from the side. 

2. The intervertebral disc or space, region X, 
55, viewed from the side and occupying the space 
. 57, viewed from above. 
3. The two transverse or lateral processes, one on 
The left one in this 
The right 


each side marked 4, Fig. 57. 
specimen has been broken off near its base. 
side is of normal length. 

4. The posterior or spinous processes, region 3, 
Fig. 5%, and process Z, Fig. 55. 

Fig. 58 illustrates a lateral view of a typical ver- 
tebra. Area A indicates the upper surface of the body, 
area A’ indicates the lateral surface of the body. Zero 
line divides the anterior solid portion from the pos- 
terior perforated portion. Arrow 1 points to the 
superior articular process and area 3 is a lateral view 
of the posterior or spinous process, marked Z in Fig. 55. 

Fig. 59 is a typical vertebra viewed from the front 
Identification marks 
Posterior or spinous 


and looking slightly downwards. 
indicate same parts as in Fig. 58. 
‘process is not visible in this position. 


DEATH OF MOTHER MARY AGNES OF THE 
SISTERS OF MERCY 


Mother Mary Agnes died at Mercy Hospital, Dubuque, 
Iowa, at 7:30 a. m., October 14th. She had contracted 
typhoid fever while performing her duties of mother 
superior of St. Anthony’s Home for the Aged. She had 
passed the critical period of the disease and was appar- 
ently convalescing, when a very sudden relapse resulted in 
her death within a few hours. Mother Mary Agnes was 
well known to all the friends of Mercy Hospital and to 
thousands of patients whom she had helped to nurse and 
cheer during her long life as a Sister of Mercy. 

Her parents, Timothy Hanley and Nettie Fahy Hanley, 
came as pioneers to Dubuque County, Iowa, settling on a 
farm near Templehill and afterwards moved to the present 
family homestead in St. Joseph’s parish, Dubuque County. 
They were the parents of four boys and six girls. The 
boys were: Rev. John J. Hanley, pastor of St. Patrick’s 
parish, Dubuque; Daniel, who resides on a farm near 
Cannon Falls, Minn.; and Thomas and Timothy of Du- 
buque. The girls of the family were: Elen (Mother 
Mary Agnes in religion); Annie (Mother Mary Baptist in 
religion), a member of the Sisters of Mercy of Cedar 
Rapids, Iowa, and superior of Mercy Hospital, Anamosa, 
Iowa; Mrs. Catherine Cota of Dubuque; Mrs. Mary Cun- 
ningham, now deceased; Mrs. Margaret Hanley of St. 
Joseph’s parish, Dubuque County, and Mrs. Nettie Guillien 
of Caledonia, Minn. Both the parents departed from this 
life some years ago. 

Mother Mary Agnes was born on the farm in Du- 
buque County, May 11, 1862. She received her early edu- 
cation in her good, Christian home and in the rural schools 
of the neighborhood. As a young woman she resolved to 
devote her life to the service of our Lord and entered the 
novitiate of the Sisters of Mercy at Dubuque, Aug. 15, 
1885, and made her religious profession May 29, 1888. 
Her many years of service as member and superior of 
various communities of her order were marked by careful 
devotion to duty and edification of others. Such example 
and leadership could scarcely have failed to draw other 
young souls into the Master’s vineyard as well as to 
strengthen and encourage those already bearing the heat 
and burden of the day. 

And her influence extended not only to members of 
her order, but to the sick and poor who found their way 
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to the hospital, resulting in numerous calls for founda- 
tions of her order in other cities. Only the Father Who 
sees in secret knows the full value of the labors of charity 
and mercy, and good counsel performed by His servant. 
On Friday morning Oct. 16th, a solemn pontificial 
High Mass was celebrated by Rt. Rev. Edward D. Howard 
of Davenport at St. Raphael’s Cathedral, Dubuque, for 
Mother Mary Agnes. Very Rev. John J. Toomey of Cedar 
Rapids, was deacon; Very Rev. Thos. Conry of Columbia 
College, subdeacon; Very 
=| Rev. Wm. Leen of Mar- 
=| shalltown, and Rev. Chas. 
—| J. Miller of Key West, 
* deacons of honor; Rev. J. 
J. Hanley, brother of 
Mother Mary Agnes, 
assistant priest; Rev. E. 
J. Dougherty of St. 
Raphael’s Cathedral, first 
master of ceremonies; 
Rev. John Theobald of 
Columbia College, second 
master of ceremonies. Rt. 
Rev. Thomas F. Drumm, 
bishop of Des Moines, 
preached the sermon. 





During the _ benedic- 
tion a choir of the clergy 
sang. Fifty priests were 
in the sanctuary and in all 
about 150 priests attended 
the funeral. The Sisters 
of every order in the city 
attended, also those from 
cane . Santa Clara College, and 

MOTHER MARY neighboring towns to- 
gether with nurses in training at Mercy Hospital,, and 
students of St. Joseph’s Academy and St. Patrick’s School. 
The Columbia College choir sang the Mass with Rev. 
Alphonse Dress at the organ. 

The following institutions are monuments to Mother 
Mary Agnes’ work: Mercy Hospital, Waverly, Iowa; 
Mercy Hospital, Mason City, Iowa; Mercy Hospital, 
Cresco, Iowa; Mercy Hospital, Webster City, lowa; Mercy 
Hospital, Ft. Dodge, Iowa; Mercy Hospital, Ann Arbor, 
Mich.; Mercy Hospital, Dowagiac, Mich.; St. Joseph’s 
Sanitarium, St. Anthony’s Home, and Mt. St. Joseph’s 
Novitiate, Dubuque, Iowa. 


€Seeecececececececeecececeeey 


CHRISTMAS GREETING 


I take this opportunity to greet the Sisters with 
wishes for the Happiest Christmas and most Prosperous 
Year ever. No doubt the beautiful spirit of Christmas 
and New Year will be fully exemplified in your splendid 
hospitals. This means so much to the patient who may 
be far from home and loved ones, perhaps never to return 
there again. Christmas and New Years are seasons beset 
with joys and sorrows, for the reflections of the past may 
be tempered by one or other or a mixture of both, and 
the future is such a mystery that the joy is clouded in 
some anxiety. It is your opportunity, however, to swing 
the pendulum as far as possible toward the joyous aspect 
of your institution so that the patients may be enabled to 
participate in the real spirit of Christmas. 

Your hospitals have made splendid progress during 
the past year—the physical facilities greatly improved, 
the personnel more efficient and the spirit more serious 
and intent on the patients’ best welfare. Let that ad- 
mirable spirit of service permeate your institution more 
effectively than ever during the coming year. Let it be 
characterized by the motto, “Service, not self.” Let it be 
a service so broad as to meet the spiritual, physical, and 
mental needs of the patient, distinguished by knowledge, 
understanding, kindness, sympathy, tact, and all that is 
in the best interests of the patient, the doctor, the hospital 
and the community. 

Looking back you must be encouraged and inspired 
by the accomplishments of the year that is now drawing 
to a close; looking forward, the past should stimulate you 
to greater accomplishments and developments, and a 
greater service to humanity——-M. T. MacEachern, M.D., 
Chicago, Associate Director American College of Surgeons 
—Director of Hospital Activities. 
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CHRISTMAS IN THE HOSPITAL 
HE editors of Hosprrat Proeress extend a cor- 
T dial Christmas Greeting to all the readers of 
these pages, which go forth each month in the 
name of Christ to bring the spirit of Christmas into 
every hospital, office, and home whither they are carried 
toward the four winds of heaven. 

For the spirit of Christmas is not confined to this 
blessed and a cheerful feast, but it should throb and 
glow the whole year long wherever Christians are carry- 
ing on in their lives and their work the spirit of Christ. 

Christmas is a feast of happiness and merriment, 
of gifts and friendliness, of mirth and good cheer for 
both the spirit and the body because on Christmas we 
celebrate and commemorate the greatest gift ever offered 
to our human nature when the Word of the Eternal 
Father, the Second Person of the Most Blessed Trinity, 
true God in all eternity, became Flesh and dwelt 
amongst us, and was given us to be our brother, like 
unto ourselves in all things forever except only that in 
Him there was never shadow of sin. 

The Incarnation of the Son of God has trans- 
formed all human existence, ennobled all human effort, 
made our good deeds toward others sublimely meri- 
torious and introduced into the world a spirit of charity 
which would have been inconceivable and impossible 
had not the Son of God Himself become one of our race. 


All the hospitals which are members of the Cath- 
olic Hospital Association have for their inspiration the 
true spirit of Christian charity. Christ is born in them 
daily, both in the sacrifice of the Mass where He bhe- 
comes truly present each day for the food of His 
brethren and in the hearts of His followers where He 
is born many times by repeated acts of Christian love 
and self-sacrifice. Thus all the cheer of Christmas, its 
joy and warmth and happiness should be forever re- 
newed day by day within the walls of every Catholic 
hospital. 

But for this it is needful that all the workers in the 
hospital, Sisters, nurses, staff be filled with a true spirit 
of Christian charity and service, with the gentleness of 
Christian courtesy and the joy of Christian culture. 
That this may be so is the Christmas wish of the editors 
to all the friends of Hosprrat Procress.—E. FP, G. 
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A POLICY TO OUR ADVANTAGE 

The better trained young specialists now filtering 
into almost all Catholic hospitals offer those hospitals a 
great opportunity, the proper cultivation of which should 
accrue as much to the hospital’s advantage as to that 
of these newcomers within our midst. Such men should 
mean more to the far-seeing order of Sisters administer- 
ing such a hospital than does the poorer trained man 
who perhaps for the time being is bringing in a greater 
number of patients and revenue. The management 
should realize that the young man who has been so con- 
scientious in his attitude to his future clientele as to 
make all sorts of sacrifices, to borrow money, to spend 
years in post-graduate residences, and to take several 
weeks annually from his embryo practice in more post- 
graduate study, must necessarily bring credit to the hos- 
pital by the superior quality of his work within its walls. 
The management should also realize that to build up a 
strong staff out of such material will certainly in the 
course of years establish a great reputation for the hos- 
pital and reap an ample reward for favoring such men. 

The well trained man knows from his hospital 
associations in the acquirement of his special training, 
the proper standards of hospital administration; he has 
had such standards ground into him during his years of 
internship and residency; his spirit will not be chafed 
by the partiality often shown to untrained mediocrity 
with a large following who keeps hospital beds full: 
and he will not remain long in such an environment, 
cramping to his intellectual expansion, and degrading 
to the pride he must take in his professional associations. 
Under such conditions our hospitals cannot attract the 
men of scientific advanced training. Our more gener- 
ous competitors in the same community would profit by 
our loss and in the end our hospitals would be bound 
to lose in prestige and growth. 

Therefore let us plead that should there be such 
staff material within our midst deserving in ethics, 
morality, and congeniality, do not miss an opportunity 
to give him the cooperation and boost he deserves. His. 
training and success will reflect credit on our Catholic 
hospitals. Such a policy is not undue partiality. The 
poorer trained man is free to make the same sacrifices 
to perfect himself. J.A. E. 

THE PROFESSION OF NURSING AND PUBLIC 
HEALTH 


It has recently come to the writer’s attention that 
in one of our progressive Middle States the rural prac- 
titioners of medicine were “quite up in arms” because 
of the attitude of certain public health forces who had 
encamped in their midst and had proceeded to wipe up 
the medical inefficiency found there. 

In the first place, these “public health forces” con- 
sisted in the main of nurses engaged in various sorts 
of welfare work, usually under public auspices, and of 
doctors—most of them from larger cities or medical 
teaching centers. As is usual, they came in relays— 
some for tuberculosis, some for infant welfare, others 
for disorders of the special senses, and finally, for gen- 
It is interesting to note that the ortho- 


eral medicine. 




















pedist and follow-up workers after poliomyelitis were 
the best received—presumably because the local doc- 
tors felt that they were the most needed and filled a gap 
in directing something that the local physicians did not 
feel qualified to do. 

It seems evident that these visitors stepped on the 
local doctors’ toes rather repeatedly and consistently, at 
No doubt both sides have a 
Nevertheless, public 


least in certain districts. 
great deal to say for themselves. 
health doctors and administrators must never forget 
that their work is futile without the cordial support of 
the great battalion of practising physicians out on the 
They also that the bulk of 
medical investigation and standardization, as well as 


firing line. must know 
the demonstration and proof demanded before methods 
or hypotheses of cure can be popularized, must be 
provided by the private practising physicians who freely 
report and write up their experiences for the benefit of 
Despite this fact, we do not see these public 
health administrators at our general medical society 


everyone. 


meetings, and it is intimated that doctors primarily 
interested in public health do not care especially to 
travel with us. 

Possibly they see (after a closeup view) our many 
deficiencies; perhaps they are chagrined at our stu- 
pidity, “evidences of mutual jealousy,” and general 
lack of efficiency—according to their standards. Be 
that as it may, vast sums are being spent publicly and 
privately, to continue to graduate medical doctors, and 
all communities are most desirous of having them. It 
would appear that we are handy to have around—at 
least for emergency. But, if we are to be of any good 
(even in emergency), we have to be able to make a 
living, and in many small communities that capacity is 
seriously jeopardized every time an outside force 
sweeps in, hurriedly examines a host of clinic patients, 
and then sends copies of their history, findings, and 
Un- 


fortunately, logical and reasonable as this may seem, it 


recommendations, back to the “family doctor.” 


all too often leaves the intimation, by suggestion or 
otherwise, that these outside workers came just in time 
to avert disaster to the local doctor’s patients. 

In the larger cities an ever increasing bulk of 
medical work—among people well able to pay—is being 
deflected to charity clinics by school nurses and social 
workers. That this is done constantly admits of little 
doubt. 

The hospitals should have an interest in this situa- 
tion. Are they to continue to graduate increasing 
numbers of women, who will use the training provided 
by the teaching, and indirectly by the patronage of 
doctors, simply as a stepping stone to a “short course in 
public health,” which will give them a job with hours 
of their own choosing, afford them an independence 
based on professional standing, and often an adminis- 
trative power which allows them to dictate at times 
even to those who taught them ? 

This is the situation which causes most of the 
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that overtrained. It 


places such nurses squarely in an antagonistic attitude 


medical criticism nurses are 
toward the rank and file of the medical profession. It 
herds them into a “bloc” for legislative promulgation 
of a lot of immature panaceas, which, if enacted into 
legislation, give them jobs working for the taxpayers. 
law renders them uninter- 


An interest in this sort of 


ested in our basic and unchangeable natural laws— 


those elemental truths which are only uncovered by 

accurate thinking and a zeal for pure science.—E. L. T. 
PERSEVERANCE 

There are certain phases of hospital perfection 

They 


do not depend on the willingness of many workers but 


which come rather easily and at the first effort. 
on the efficiency of a few. Thus the details of hospital 
furnishing and equipment, once decided on, can be 
secured by ordering the articles needed and installing 
them. The care of those in charge will secure efficiency 
in this regard without much risk of failure. 

Other points, however, in hospital management 
They 


depend on the union of many wills, on the cooperation 


and perfection, are not so readily disposed of. 


of many persons, each of whom is free to do or not to do 
what is requested of him. In such cases a great deal 
of perseverance is necessary. There is need not only 
of making plans and determining standards, but also of 
keeping free and sometimes very human agents faithful 
in carrying out the plans proposed. 

Those who are responsible for the keeping of 
records in a hospital, know very well what perseverance 
and persistence are needed to secure complete records 
of every case. To persuade doctors to do their full 
duty in this regard, and to continue this sometimes 
tedious persuasion after the system is in running order 
is no small tax on both patience and perseverance. 
Yet for success, much persistence is necessary. With- 
out it no enduring accuracy can be hoped for. 

In a similar way, any constant and effective organi- 
zation for the nurses is quite hopeless without persever- 
ance. 


To begin a sodality is not so very difficult, to 


continue it and make it a success is quite an arduous 
undertaking. The strange thing is, that those respon- 
sible for the welfare of the nurses will often become 
discouraged and give over their efforts just when they 
are about to achieve success. They do not consider it 
worth while to expend the effort and perseverance on 
nurses’ welfare which they would give without question 
to some much less important detail of hospital work. 

The spiritual side of the nurses’ life is of in- 
finitely more importance even than their material 
welfare. As the body is inferior to the soul, so are 
corporal interests subordinate to those of the spirit. 
If then we spare no pains as is just, to ensure the bodily 
well-being of the nurses, we ought surely to expend 
much more perseverance in providing for their ful! 
spiritual training. The sodality is an effective means, 
and it is the more difficult in proportion to its neces- 


sity.—E. F. G. 











HETHER or not the young people of today 
W associate the meaning of the word discipline 

with rigor and severity of self-imposed mortifi- 
cation, one fact stands out undeniably—youth chafes 
under any set form of restraint, any curbing of natural 
inclination. Under the present plan which obtains in 
schools—that of student self-government—the licenses 
are so broad, the rules so feebly enforced, that by the 
time young women have completed high school they 
freely follow the natural bent of their respective disposi- 
tions. And in this day consciences seem so elastic that 
their admonitions often fail to keep young people on the 
right road. 

Since, in most cases, it is pupils from public high 
schools who comprise the majority of students in our 
Catholic hospital schools of nursing, our problem of 
discipline is much the same throughout the country. 
That the signification of the word discipline as under- 
stood by the ordinary high school student is quite differ- 
ent from its meaning as interpreted in schools of 
nursing, presents, at the outset, a difficulty for the 
student nurse as well as for the hospital authorities. 

Coercion has long since been acknowledged unsuc- 
cessful with any organization, institution, group or indi- 
vidual. It may force slaves, but it never fosters service. 
How, then, shall we secure the discipline so absolutely 
necessary for the conduct of our schools? 

I would say that the first point to be considered is 
the securing for superintendent of nurses, a person com- 
petent to fill the position. That she should be a member 
of the religious community conducting the hospital goes 
without saying. Secular superintendents, good though 
they may be, cannot possibly infuse into the students, 
the spirit of the organization, as can a member of the 
order. Efficient, capable, thoroughly informed on all 
matters pertaining to her duties, are requisites for the 
successful superintendent. But above and beyond all 
this, she should be prudent, tolerant, forbearing, kind, 
yet firm. 

Assuming that many of our hospitals are blessed 
with such superintendents, why, the question arises, 
should there still be apparently insurmountable difficulty 
in securing the desired discipline. What power, let me 
ask you, has a superintendent of nurses to enforce dis- 
cipline unless she receives the hearty cooperation of all— 
superior and supervisors of all departments. Undeni- 
ably, differences of opinion may exist, but the religious 
ean surely yield personal views where the general good 
is concerned, and in the nautical phrase of “A long pull, 
and a hard pull, and a pull all together,” succeed in 
arriving ultimately at the port of disciplinary success. 


The next important fact to be considered in this 
connection is the class of pupils to be received into the 


~~ Read at the Fifth Annual — States Conference of the 
Catholic Hospital Association, Sept. 2, 1925. 


Discipline of Schools of Nursing’ 


By a Sister From Holy Cross Hospital, Salt Lake City, Utah 
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school. Educational standards for the reception of 
candidates vary in the different states. However, home 
training, for which there is no equivalent, counts more, 
in the career of the successful nurse, than extended 
curricula or extraordinary capability. The young 
woman who through her girlhood has been taught the 
value of restraint, the power of gentleness, the might of 
meekness, and the nobility of obedience, is the one that 
will yield willingly and gracefully to the discipline of 
the school. 

True, it is not easy to secure such subjects, and we 
have all seen during our years of experience, that many 
applicants who appear woefully deficient, become, in a 
short time, tractable, promising pupils. But should 
students, after a fair trial, still remain irresponsible, in- 
sincere, lacking in earnestness and a proper appreciation 
of the profession, they should be dismissed, and on no 
account—no matter how great the solicitations of rela- 
tives—should they be reinstated. A departure from this 
rule, great though the need of helpers may be, will 
always be detrimental to the morale of the school of 
nursing, the purpose of whose existence is, not to secure 
helpers for a certain amount of work, but to reveal to 
young women the beauty and joy of labor performed for 
“Him Who made the blind to see and the lame to walk.” 

A really important fact to be dealt with in the con- 
duct of a school of nursing is the matter of accommoda- 
tions, and this I mean in its widest sense. We all know 
that creature comforts conduce not a little to efficiency. 
True, the majority of hospitals are now provided with 
homes for nurses, some of them spacious and luxurious; 
they should be, at least, comfortable, home-like, and pro- 
vided with facilities for right living purposes. If they 
afford recreational opportunities, nurses will not seek 
diversions, often objectionable ones, outside the hospital. 

And this brings us to the subject of rules— 
their force and their abuse. Catholic hospital schools of 
nursing must of necessity, be more exact in the enforce- 
ment of discipline than institutions of a purely secular 
character. And in the matter of comparison, it is grati- 
fying to hear, as we often do, that nurses who have felt 
the rigidity of the rules during the time of training 
declare “Well, I am glad that I 
received my training at Holy Cross!” They had come 
to realize that a little severity is beneficial. Rules, few 
but firmly enforced, will produce the best results. 


after graduation: 


In this connection I would like to call attention to 
the matter of penalties for transgression of rules. Dis- 
cussion of the subject would, I feel, benefit all. What is 
the best method of procedure? I am heartily opposed 
to depriving a nurse of her cap for a specified time. I 
believe that it lessens her dignity, attracts the undesired 
attention of patients to her, and, in most cases, renders 
her careless. I have never seen good results follow. 




















True, it may make those in authority feel that the 
offender has been duly punished, but to my mind that is 
not the purpose of correction. If we accept and retain 
in our schools only those pupils whose moral characters 
are such as we have previously described, it seems to me 
that any infraction of rule might be dealt with, as in 
our school days, our dear mothers and teachers used to 
deal with us—by kind, gentle, reasoning, and persuasion. 
Young women who are not amenable to such methods, 
will scarcely be the right material for the nursing pro- 
fession. 

However, we know that upon young people influ- 
ences are often brought to bear which make it difficult 
for those having charge of them—indirect remarks and 


actions of young doctors, flattering attentions of 
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patients, and suggestions tending to insubordination 
thrown out by graduate nurses and others in the hos- 
pital. Such difficulties within the building are not less 
than those encountered from without—endless distrac- 
tions, frivolous amusements, undesirable companions, 
and, inevitably sometimes, defective early training. 

When we earnestly conscientious superintendents 
of nurses calmly consider our responsibilities and duties, 
we may indeed fear, yet we should take heart also, plac- 
ing our confidence in the Divine Power, and keeping 
always in view the benefit to the institution, of nurses 
formed after the model of the patient, compassionate 
Mother of God, and for the individuals themselves a 
profession, a career, which if faithfully followed, will 
lead them to eternal peace and joy. 


The Catholic Mother in the Hospital 


Rev. E. F. Garesché, S. J. 


N a previous paper we called attention in general to 

the opportunity offercd the Catholic hospital for 

exerting influence on the Catholic home, and to the 
importance of this work not only to the Catholic hospital 
itself but to the church as well. To formulate and par- 
ticularize this opportunity will, we trust, be a true service 
to those in charge of Catholic hospitals. Let us proceed 
then, leaving to each experienced worker the application 
of these suggestions in cases which may arise. 

Let us begin with the Catholic mother who enters 
the hospital for diagnosis, treatment, or operation. She 
is suddenly transferred from the familiar and dear sur- 
roundings of her own household to the unusual environ- 
ment of a hospital room or ward. At first the acuteness 
of her disease or the shock of the operation may take her 
mind from her family, but certainly as her condition re- 
turns to normal her natural interests in her own home 
will bring her thoughts back to the little circle she has 
left there. 

Let us presume that until now she has done the best 
she knows how for her home and her family. She has 
striven for the mght upbringing of her children and has 
tried to give them the best advantages in her power. 
Separated from them now, except for their brief visits, 
she is in a position to view more objectively her task and 
their requirements. 

Details of her family life stand out visibly in her 
memory. She can call herself to an accounting if she 
wishes, determine what defects there have been in the 
past, and what new measures she should take in the 
future. The chastening influence of sickness will incline 
her to regret the gaps in her previous home life, if only 
she can see and recognize them. 

She will, besides, be grateful to any one of the Sisters 
or nurses who will take enough interest in her personal 
affairs to chat sympathetically with her about them, and 
show a concern for herself and her family. This feeling, 
too, is natural, and it may be profitably utilized to bring 
into the conversation some suggestions about home life 
and its problems and opportunities, which arise from the 
occasion and are pleasantly introduced. 


Some General Suggestions 
What form shall these suggestions take? The nurse 
or Sister may well object that she is not qualified to give 


counsel in such important matters. The mother has 
more experience with the problems of her own home than 
the nurse, and if she has not been able to discover means 
of improving its Catholic atmosphere, what likelihood 
is there that an outsider could assist her to do so? 

The answer to this difficulty is relatively simple. 
Certain general suggestions may be formulated before- 
hand, which will always be profitable when made tactfully 
and opportunely. By keeping these points in mind when 
chatting with a patient, the Sisters or nurses will not fail 
to have a good influence. Besides, it is commonly true 
that even the things which we know, acquire a double 
significance and emphasis when suggested to us by some 
one else. Though the mother herself may already have 
thought of many things now brought to her attention 
anew, this added emphasis will help her to make resolu- 
tions. It is the will rather than memory or intelligence 
which often needs to be moved or strengthened, and re- 
peated and tactful suggestions of measures and motives 
tend powerfully to this influence. 

What are some of those suggestions which are almost 
universally helpful to a Catholic mother? Let us con- 
sider the present state of the Catholic home and the needs 
which are most outstanding to the careful observer. 
Every age has its good characteristics. Among those of 
our time are activity, interest, and a tendency to push 
forward. A certain degree of ambition for self-improve- 
ment and the improvement of her family is natural to the 
Catholic mother of today. But she herself, and her home 
as well, may be affected also with some of the unfavorable 
attitudes of the time. We shall briefly analyze these, to 
point out those suggestions acting toward their correc- 
tion, which may be made to the Catholic mother. 


Plentiful Supply of Good Books 

But of even more importance than good pictures in 
the Catholic home, is the plentiful supply of the right sort 
of books. Strange, that we remain so long oblivious to 
the immense influence of what our people read. From 
the standpoint of instruction in Catholic belief and prin- 
ciples, it is supremely necessary to encourage their inter- 
est in the right manner of books. 

The subject of reading lends itself admirably to con- 
versation. “Mrs. So and So, have you ever read a book 
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will not. give offense to any one but is sure to open up 
some profitable avenues of chat. If the ‘Sister or nurse 
mentions a book which she herself has read with 
pleasure and profit, her personal interest will be con- 
tagious. Perhaps the patient will say “1 should like to 
see that book.” At any event, the offer to bring it to the 
sick-room will probably be gratefully received. If the 
Sister or nurse can find time to read to the patient a few 
passages from the most interesting chapters, this may 
awaken the desire to read more. 

Once the subject of reading has been introduced, it 
may be tactfully carried forward in successive conversa- 
tions. “We were speaking yesterday about reading. 
Isn’t it a wonderful influence for young people?” Then 
may follow some remarks on the necessity of good books 
in the Catholic home. The patient will join in and 
assent, perhaps offering further observations of her own 
about the need and usefulness, and, alas, the too frequent 
lack of Catholic reading in Catholic homes. Very prob- 
ably she will speak of her own shortcomings in the matter 
of providing good books for her children, and will inquire 
about the sort of books a Catholic should buy. She will 
welcome suggested lists of books and when she goes home 
cured, one of her first preoccupations may be to buy some 
volumes for her own home library. 

If the patient moreover sees about her in the hospital 
a generous supply of Catholic books, ever ready in the 
rooms and wards, this object lesson will emphasize the 
suggestion made to her. The simple principle that the 
way to promote good reading is to see that the right books 
are in the right place at the right time, so that good read- 
ing may be more convenient than any other kind, should 
be emphasized to the Catholic mother by both precept and 
example. Once she has grasped this fact and applied it 
to her own home, she will be on the way to encouraging 
her family in Catholic reading. 


Other Topics of Interest 

The same quiet method of suggestion and example 
will be effective in helping the Catholic mother to improve 
the hygienic condition of her home. Dropping into a 
patient’s room, the nurse or Sister may very well direct 
the conversation to some tactful suggestions about food, 
sanitary conditions, the care of children, and so on. 
Facts which are quite familiar to a trained nurse would 
sometimes be invaluable to the mother of a family. The 
general principles of a balance of rations, for example, 
are unknown to many mothers. The advantages of giv- 
ing children whole-wheat bread, abundant fruit, milk 
which is certainly pure and wholesome, and so on, will 
form a topic of conversation both interesting and prac- 
tical. The rational care of health would prevent much 
misery and inefficiency among mothers and their families. 
By choosing such topics of conversation, the Sister or 
nurse can give solid service to the Catholic mother and to 
her home. 

The religious atmosphere of the home is another 
topic worth some study on the part of those who can in- 
fluence Catholic mothers. The talk of the home may be 
worldly, full of the spirit of criticism of authority, trivial, 
and uncharitable, or it may be sound, sensible, edifying, 
and full of interest in higher things. The mother can 
determine to a real extent what the talk of her family 
circle shall be. If those who deal with her in the hospital 
introduce on some fit occasion the topic of what manner 
of talk is common in Catholic homes, they will do a ser- 
vice to the patient and to her family. 

There is no need in such a case, of maxing particular 
applications. The mother is so interested in her own 
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home, especially when separated from it by a forced resi- 
dence in the hospital, that she will make her own applica- 
tions. Merely to call the subject to her mind will be a 
sufficient service. A few words from a nurse or a Sister 
will sometimes begin a train of thought in the mind of 
the patient which will develop and fructify in good reso- 
lutions during the quiet and sometimes tedious hours of 
hospital convalescence. 

Much of this work is already being done in our Cath- 
olic hospitals. The Sisters and the nurses, out of their 
own goodness of heart and interest in their patients, do 
often bring in such useful subjects as we have mentioned, 
to the great benefit of those with whom they converse. 
It would be extremely useful, however, to call more 
special attention to this form of apostolate in the hos- 
pital, so as to encourage hospital workers to systematize 
and increase their tactful efforts. 


Thoughts of Personal Piety 

The personal piety of the patient may also be notably 
increased by a little skilful influence on the part of the 
nurse or Sister. Patients are especially susceptible of 
such good influence, for illness softens the heart and 
brings the other world closer to one’s thought. A little 
study will show each individual how she can best under- 
take this personal edification. There are some Sisters 
who practise the delightful charity of making an evening 
visit to all the patients on their floor, giving them holy 
water for the sign of the cross, and making with them 
an evening act of perfect love and contrition. 

“Oh my God, I love You with all my heart for Your 
own sake, because You are so good in Yourself and so 
worthy of all my love, and I am sorry for all my sins be- 
cause they have offended You,” is a brief form for the act 
of perfect love and contrition, which makes a charming 
evening prayer for the sick. If they learn to recite it 
each evening while at the hospital, they may continue the 
practise all through life to the great profit of their souls, 
since no act is more meritorious or fruitful. Indeed, the 
Sister who has thus visited them each evening may well 
suggest toward the end of their convalescence, “I should 
be glad if you would say this prayer every evening of 
your life.” Most patients will be in the mood to resolve 
to do so. 

Suggestions about frequent communion may also 
very well be made to the convalescent patients. It will 
be well to have for their reading a supply of little 
pamphlets treating of frequent communion. Nurses who 
belong to the Frequent Communion Section of a nurses’ 
sodality should look on this as their special apostolate. 
A few words on the immense benefits of frequent com- 
munion, spoken to a convalescent patient, may be the 
means of directing him into a new way of fervent and 
frequent reception of the blessed sacrament. 


Sources of Cooperation 

The Catholic mother in the hospital is grateful, too, 
for any mention of her children at home, and any inter- 
esting inquiry about their welfare. Her own heart is 
naturally busy with her little ones and she will willingly 
talk about them. Tactful suggestions about the upbring- 
ing of children in this difficult age will be of help to her, 
and even where the nurse or Sister does not feel qualified 
to enter into any details on the subject, the mere fact 
that she shows a great appreciation of the dignity of 
motherhood and its solemn duties, will help the mother 
herself to realize more vividly her own opportunities and 
responsibilities. 

















We might mention many other subjects which may 
naturally be brought up in the course of sick-room con- 
versations. If the Catholic family in question is in un- 
favorable social conditions or has some special problems 
which cry for solution, the mother will sometimes men- 
tion them, hoping perhaps to receive some counsel and 
help. Where the hospital worker herself does not feel 
capable of giving a solution, she can call a social worker 
to her aid or ask some priest who is passing through the 
hospital to visit the patient for a moment and give her 
some salutary advice. Hospital workers seem not to 
realize at times how willing any one with normal sym- 
pathies must be to help the sick and distressed. They 
should not hesitate to ask for counsel and aid when one 
with the wisdom or experience to help some under-ad- 
vantaged patient, visits the hospital. 


Sow the Seed in Passing 

It may occur to some who read these suggestions, 
that there is ordinarily no time in a hospital for such 
beneficent influence. Yet what nurse or Sister is there 
whose work brings her into direct contact with Catholic 
mothers in the hospital, and who cannot find time at least 
occasionally during the day to say a few words on one 
or another of the subjects which we have mentioned, as 
she passes from room to room? Long conferences are not 
required in such matters. It is enough to say a few 
earnest and sincere words which will start a train of 
thought running through the mother’s mind as she rests 
silently in her room or ward. 

True, for some of these good suggestions the Sister 
or nurse in the hospital must make special efforts to 
qualify herself to say the right thing just when the occa- 
sion offers itself. “From the fulness of the heart the 
mouth speaketh.” She must fill her heart with true in- 
terest and concern for the Catholic mother and her Cath- 
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home. She 
mother, sympathize with her difficulties, perplexities, and 


olic must put herself in the place of the 
trials, and entering into her situation try tu make the re- 
marks and give the suggestions which will be timely and 
fruitful in her particular case. 

But this very effort to sympathize with and under- 
stand the needs of her patient in her own heart and her 
own home, will be an excellent exercise for the personal 
goodness and charity of the hospital worker. Is there 
not a danger that under the material stress of hospital 
work the soul and the heart may be somewhat lost sight 
of and neglected? ‘To care for the body is so engrossing 
and interesting an occupation that unless workers in hos- 
pitals make some particular effort to contemplate and 
reverence the soul and heart of their patients, their sub- 
lime work of nursing the sick may lose half of its merit 
and significance. 

The very fact that the hospital worker is constantly 
and quietly interested in the personal sanctification of the 
Catholic mother and of her Catholic home, will breed in 
her own heart more of the spirit of piety and charity 
which makes glorious the slightest ministration to the 
suffering members of Christ, for His love and in union 


with His undying charity for souls. 


A Program for the Grading of Schools of Nursing 


Laura R. Logan, R.N. 


Grading of Schools of Nursing. It sounds at first 
hand like a rather difficult, wearisome, discouraging, 
though essential piece of work; certainly one capable of 
precipitating many tribulations and presenting infinite 
problems. Doesn’t it? We who are here tonight are all 
interested in it, as it is so likely to affect vitally the 
success and happiness of our individual hospital and 
school affairs. Any such plan concerns us properly and 
challenges our critical attention. The Grading of 
Schools of Nursing. Of course it is a momentous and 
serious undertaking. It could easily prove also a dan- 
gerous one to the best interests of all concerned. But it 
need not be dangerous to anyone who has only as his 
ultimate desire to give al] patients everywhere at all times 
the best possible nursing care and to aid best in the pre- 
vention of disease. 


Indeed, the more one contemplates the possibilities 
and ramifications of a grading program for schools of 
nursing, the more one studies allied undertakings and 
the methods of one of them more particularly, the nearer 
one comes into the presence of a movement, of which the 
grading of schools of nursing may become an important 
part if we go about it rightly, which is the most stu- 
pendous, the most simple, the most sure and effective and 


4Read at the meeting of the American Hospital Association, Louis- 
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the most inspiring of any other single movement for 
human betterment in the complex social order of our day. 

With the coming into existence of so many diverse 
and variously conducted programs of grading in other 
fields—high school, university, medical college, hospital, 
ete., it was natural that the idea of grading schools of 
nursing should also be thought of. In 1911 at the annual 
meeting of the National League of Nursing Education 
(which organization has always studied every means of 
advancing and improving nursing education) the idea of 
grading was first brought up for serious consideration, 
suggested more immediately by the grading of schools of 
medicine then in progress by the Carnegie Foundation. 
Indeed, the Carnegie Foundation was approached for aid 
in financing such a plan but its aid could not be secured. 


As time has gone on there have been periods of 
greater clarity and periods of greater confusion as 
to just what might be done by grading of schools 
of nursing and the best way to do it. We watched 
the method of classification applied to medical schools 
into A, B, and C grades with considerable interest 
and we followed the minimum standard of the American 
College of Surgeons in the standardization of hospitals 
with even keener interest. One thing is evident that the 
mere term “grading” demands elucidation. It is not in 
itself self-explanatory either of the goal to be reached, the 
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dozen or more ways of carrying out any particular scheme 
or of being assured of its acceptance and the maintenance 
of standards after their establishment. Grading need 
not mean a static or arbitrary or unyielding pattern to be 
imitated. It can mean rather just a basic standard offered 
from which a school’s progress may start on a course of 
steady self development. It need not mean coercion or 
criticism but purely a spirit of helpfulness. Indeed, the 
success of any plan chosen will depend upon the niceness 
of one’s judgment as to the best ways and means of 
getting it generally accepted and maintained. 

A standard curriculum for schools of nursing was 
being outlined by the committee on education of the 
League. It was published in 1918 and made available to 
schools of nursing at cost and through State Leagues of 


Nursing Education and State Boards of Nurse Ex- 
aminers the schools urged to study and introduce it. Its 


use has been very gratifying. 

Study by a special committee of the League of the 
value and definition of a plan of grading was interrupted 
to await the report of the Study of Nursing Education by 
the Rockefeller Committee begun in 1919 and published 
in 1923. It carried out most satisfactorily its object, “to 
survey the entire field occupied by the nurse, to form a 
conception of the tasks to be performed and the qualifica- 
tions necessary for their execution and on the basis of 
such a study of function to establish minimum educa- 
tional standards for each type of nursing service for 
which there appears to be a vital social need.” 

A tentative budget amounting to approximately 
$115,000.00 for a three year program of grading was 
estimated by the League. The beginning of the work is 
made possible through the gift of $10,000.00 from the 
three national nursing organizations themselves and 
through the pledge of Mrs. Chester C. Bolton to under- 
write the plan for $15,000.00 for its first year of work and 
to give further assistance if necessary. A number of 
alumnae associations also have pledged. As yet none of 
the great foundations approached have agreed to contri- 
bute to the plan. 

The League’s intention to formulate and put into 
action a scheme for grading or standardizing schools of 
nursing has been endorsed by the following organizations 
and since a joint conference held March 4, 1925, a gen- 
eral committee on grading has been formed constituted by 
delegates appointed by these organizations as follows: 

The National League of Nursing Education, two 
delegates: Elizabeth Burgess, R.N.; Laura R. Logan, 
R.N. 

The American Medical Association, one delegate: 
Susan Frances, R.N.; Helen Wood, R.N. 

The National Organization for Public Health Nurs- 
ing, two delegates: Gertrude Hodgeman, R.N.; Kathe- 
rine Tucker, R.N. 

The American Medical Association, one delegate: 
William Darrach, M.D., and Alternate Winford Smith, 
M.D. 

The American Hospital Association, one delegate: 
S. S. Goldwater, M.D., and alternate William H. Welch, 
M.D. 

The American College of Surgeons, one delegate: 
Maleolm MacEachern, M.D., and alternate Allen Craig, 
M.D. 

The American Public Health Association, one dele- 
gate: C. E. A. Winslow, M.D., and alternate Lee K. 
Frankel. 

This committee has appointed in addition, four 
representatives from the field of university education and 
the public; Chancellor Capon of the University of 


Buffalo, Dean Fitzpatrick of the Gracluate School of 
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versity of Washington, Mrs. Chester C. Bolton of Cleve- 
land. Pending the appointment of a permanent chairman, 
Isabel M. Stewart, Chairman of the original League 
committee on grading, is acting as temporary chairman 
and secretary. 

There has been as yet but little opportunity for the 
discussion of the policies and the nature of the grading 
program to be set in motion. The grading committee has 
not definitely determined its plan of action nor what type 
of grading it will undertake. Shall we set out to create 
primarily a list of accredited schools that conform to 
some definite more or less fixed standard, say that of the 
average good school of today, let time bring what it will? 
That seems to me too static. Shall we set out to seek 
more uniformity and better standards among our schools 
of nursing? This is sought in all other education groups. 
It would, therefore, seem desirable for us, too. Nor need 
we mean by such standardization only the uniform medio- 
crity but covet rather the formulation of a basic method 
of organization and equipment, the minimum without 
which it would not be safe to have a school of nursing at 
all. A basie method of organization and equipment from 
which a school can start on a course of steady self- 
development and which whenever established would 
beyond all peradventure involve that school in spontane- 
ous and continuous growth from within. 

The question of grading into three classes, A, B, OC, 
as medical schools were graded was referred to as a 
possible plan in a partially attended preliminary meeting 
of our general committee. Such a procedure would afford 
a list of schools which would indicate to prospective 
students which were excellent, good, and fair, or good, 
fair, and poor, depending upon how high a program of 
nursing education should be chosen as average. The 
value of such a list would depend upon how many schools 
were graded or could reach the grade. This brings the 
question of whether we should be welcomed by enough 
schools, as inspectors and graders, never a very welcome 
group in any institution, to make the list worth while. 

Chancellor Capon stated, “I think the schemes for 
grading that have a number of grades that are all above 
the minimum for approval is an exceedingly difficult 
scheme to administer and you never get satisfaction 
among the victims. It may be that dissatisfaction is 
worth securing in some instances. No doubt this is so 
but I do not confess for myself that it is. I have never 
admitted that the American Medical Association didn’t 
make a mistake in having three classes of schools above 
the condemnation. It would have been far better to have 
had one grade.” 

Dr. Gies, who is engaged to classify dental schools 
under the Carnegie Foundation and who spoke for the 
grading of dental schools said, “A classification into 
merely acceptable or non-acceptable would be more desir- 
able than A, B, and C, method,” and called attention to 
the fact that “there is a more liberal attitude developing 
and criteria are now applied broadly and sympathetically 
rather than narrowly and arbitrarily.” 

As over against the more arbitrary A, B, C type of 
grading stands that of the minimum hospital standard of 
the American College of Surgeons’ program. When that 
organization came to the realization that they must 
shoulder the responsibility of furnishing a definite stand- 
ard to hospitals, Dr. Franklin Martin states the question 
as to whether it should specify the maximum or minimum 
requirements arose. They decided, after careful consid- 
eration that the plan would be more workable and that 
“they could accomplish more by a minimum standard 
which would contain the fundamental requirements essen- 



























tial to every institution for the care of the sick rather 
than a maximum which would necessarily be burdened 
with unessential detail.” He gives credit to Dr. John 
Bresnahan, a practical hospital expert on their staff, for 
advice in this matter. Dr. MacEachern and Dr. Craig, 
the representatives of this organization on our committee 
are the men who are carrying out its program. They are 
convinced that it will be a mistake to begin any grading 
scheme of nursing schools in terms of A. B. C classifica- 
tion. They have found after making over 10,000 indi- 
vidual surveys of hospitals that the policy of a minimum 
standard is much easier to put into action and has led to 
results far in excess of anyone’s expectations. It has 
stimulated universally a quickened desire on the part of 
a large per cent of hospitals in America and Canada not 
merely to be on the accredited list but to keep steadily 
improving upward often far beyond any maximum stand- 
ard that might fairly have been represented in a grade of 
A. It is interesting to learn that the governments of 
Australia and New Zealand have asked Dr. MacEachern 
to visit these two countries during the year in order that 
their hospitals may be placed on a similar basis. I per- 
sonally believe their method holds the greatest promise of 
success in our grading of schools and do not believe it 
advisable to undertake an A, B, C classification. 

The question of a job analysis, so called, was inci- 
dently raised during the preliminary conference on 
grading schools of nursing and has occupied considerable 
attention since them. Miss Stewart addressed a letter to 
members of the committee and a small miscellaneous 
group of individuals and personnel organizations asking 
for an opinion regarding the necessity of an analysis of 
nursing functions to a grading program of schools. 
Nearly all felt an analysis of function was essential. It 
is, of course, evident that the satisfactory formulation of 
a grading scheme presupposes a thorough working knowl- 
edge of the functions of the group to be graded. But 
considerable confusion has arisen regarding the necessity 
of a special job analysis at this time because those 
addressed were so variously informed regarding the 
adequacy of such analyses already in existence, such as the 
Rockefeller Report, the Lovitt Report, the files of the 
League, ete. Moreover, the character and experience of 
the members of the general committee on grading were 
unknown to them and the fact that its membership is 
already in possession of this very considerable mass of 
data as well as its own first hand knowledge on the sub- 
ject. A job analysis could hardly hope to add materially 
to the knowledge we now possess. The trouble is we 
already have too many details of function to summarize 
Abraham Flexner says in his discussion of a curriculum 
for the medical student, “No two persons would ever 
agree on the particular set of facts and skills which the 
practitioner needs to master.” Dr. MacEachern believes 
that no job analyses further than those which have already 
been made should be undertaken and that little time 
should be lost or expense incurred in reaching a working 
analysis of nursing functions. I feel he is right. Besides 
we cannot hope to agree on particular skills any more 
than could the medical group and even if we could we 
must take care lest we fail to map out the woods for seeing 
only the trees. 

The question of a lay director of the movement of 
grading or a lay person to conduct a possible job analysis 
has been placed before the committee. The representatives 
of the American College of Surgeons and Dr. Fitz- 
patrick, Dr. Welch and myself wish to emphasize the posi- 
tion that the work should be entirely under the direction 
of a very capable, highly trained nursing leader, bringing 
the widest possible background of personal experience in 
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the field of hospital administration and nursing education, 
not under a lay person. 

In studying other grading movements to arrive at 
some formulation of my own opinion in the matter of the 
nursing program, my mind and heart have been deeply 
stirred by the response the hospital world has made to the 
minimum standard program of the American College of 
surgeons. The idea of reading the bulletins of the Hos- 
pital Standardization series of the American College of 
Surgeons, like the idea of giving attention to the grading 
of nursing schools, sounded prosaic and dull at first con- 
templation. Instead it proved a most unexpected experi- 
They quite move you. They have throughout a 
fine literary flavor and all the glow and thrill of a gospel. 
One cannot go far before one is convinced that they hold 
the key to the successful issue of our grading program. 


ence. 


It furnishes so good a model and points the way so 
clearly to a successful method of grading schools of nurs- 
ing that I shall describe it, somewhat carefully and let 
the analogous plan for grading schools of nursing which 
I shall indicate follow briefly at the end. 

Dr. Harvey Cushing in describing their program of 
standardization shows how in the beginning it was purely 
selfish, that it grew out of the need of the College of Sur- 
geons to standardize the workshop (the hospital) of its 
candidates for fellowship. Soon they forgot themselves in 
the greater discovery that it was only by making the 
hospitals right in all respects that they could attain even 
their own ends. Their sincerity was soon recognized, 
their disinterestedness welcomed and the fact that their 
program represented an ideal that made actual greater 
efficiency in hospitals attracted toward its support all 
people and all organizations interested in more efficient 
care of the sick. 

In June, 1924, Dr. MacEachern stated, “Our insti- 
tutions have increased at least 50% in their efficiency 
during the last six or seven years since the College of 
Surgeons took up the cause of hospital betterment.” <A 
method that will produce that sounds curiously like what 
the League of Nursing Education covets for schools of 
nursing and hospital departments of nursing. 

We find the Rev. Charles B. Moulinier, as President 
of the Catholic Hospital Association speaking on stand- 
ardization on the program of the American College of 
Surgeons as early as June, 1922, saying, “Some five or six 
years ago the American College of Surgeons, stirred down 
to the depths of its soul, began to realize that it had a 
mission to fulfill for the better care of the sick in the 
United States and Canada and made up its mind to im- 
prove surgery. But everybody knows that you cannot 
improve surgery improve everything that 
centers in the work of the hospital and so the American 
College of Surgeons had not gone very far into its effort 
and purpose to improve surgery when it realized that it 
had to improve everything in medicine * * *.” This 
began what Father Moulinier told them that day they 
were doing for the country in so thoughtful, really scien- 
tific, deeply conscious way that “there is no doubt of it, 
gentlemen, if I am at all safe in my conclusions in the 
reading of history, that there has never occurred a move- 
ment equal to it in the past history of our race * * * 
and it is sure to reach the rest of the world.” 

The Executive Secretary of the Conference Board of 
Hospitals and Homes of the Methodist Church says they 
intend to see the program put into effect, that they find 
laymen and. boards of trustees are so immensely pleased 
with the progress they make that they consider the extra 
costs well justified. I would like to borrow a method for 
grading nursing schools that would make laymen and 
boards supporting hospitals feel that way about improve- 
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ments in nursing education fundamental to the best care 
of the sick. 

In 1918, 12% of the hospitals of 100 beds and over 
were approved of 692 visited. In 1921, 86% of the hos- 
pitals of 100 beds and over were approved of 961 visited 
and 69.3% of all hospitals of 50 beds and over in the 
United States and Canada surveyed, 2,360 in all, were 
approved. The hospitals under the control of the United 
States Navy, Army, and Public Health Service and the 
Veterans’ Bureau have been surveyed on request. 

What is the secret of the success of this program? It 
seems to go back by common agreement to the fact (1) 
that the initiation of the movement came through a 
trained medical mind as well as through the accumula- 
tion of ideas from those who had actual practice in hos- 
pital administration, that the men formulating and guid- 
ing the work of the minimum standard and carrying it 
into the field were all men of outstanding ability and 
experience in the field of hospital administration; and (2) 
to the brevity, simplicity, and nature of the minimum 
standard formulated, one calculated to set in motion 
growth and improvement from within, all tending toward 
the better care of the sick, not a classification scheme 
imposed from without. 

Five brief fundamental working principles and con- 
ditions of hospital organization called a Minimum Stand- 
ard, printed on one page, that were so essential that no 
hospital without them was a safe place for the practice 
of medicine or the care of the sick, a document that has 
achieved international fame. “Briefly,” states Dr. 
Franklin H. Martin, Director General of the American 
College of Surgeons, “the Minimum Standard with which 
it was believed every hospital should conform, provides 
the following: 

1. An organized medical staff comprised of qualified 
physicians and surgeons. 

2. A monthly meeting of the staff members to review 
the professional work of the hospital. 

3. A system of comprehensive case records. 

4, An acceptable clinical laboratory. 

5. Satisfactory evidence by the hospital authorities 
that the Medical Staff of its institution is comprised of 
legal practitioners of medicine who are opposed to the 
division of fees.” 

They do not seem too much to ask to safeguard the 
sick. I wish we could do the same for our hospital nurs- 
ing departments and schools. <A few briefly stated funda- 
mental principles of school and nursing staff organization, 
records, standards of equipment, acceptable hospital 
facilities, supervision and distribution of services, admis- 
sion regulations, curriculum, and living conditions with- 
out which it would not be safe to undertake the training 
of student nurses at all to care for the sick. This does 
not seem too much to ask to safeguard the care of the 
sick either. 

I do not think we should go very far afield for a 
functional analysis upon which to base such a program. 
I think we should review the facts of nursing education 
projected and now in operation, and summarize their 
essential principles and contents. As experts in the field 
of nursing school and hospital affairs I think we should 
review our concepts of the duties of the nurse, their range, 
historical developments and general trend, and on the 
basis of those for which we deem her most peculiarly 
fitted and obligated to perform in the best interests of 
the care of the sick and the prevention of disease, we 
should proceed to formulate as briefly as possible in a 
page or two a Minimum Standard constituting those 
fundamental working principles for school and nursing 
department organization without which a school of nurs- 
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ing could not be safely recognized as a school of nursing 
at all. 

I covet for the League of Nursing Education and the 
general committee on grading of nursing schools that we 
too should be invited to the “Christening” of American 
Hospitals, so many of which are being named 
“Accredited.” 

Let us bring to the christening of schools of nursing 
and nursing departments gifts of equal value to those that 
wise fairy, the American College of Surgeons, has been 
bringing to her hospital christenings these seven years; 
who comes not like the uninvited ugly fairy to criticise 
and make public and odious comparisons of the children 
christened, but to bestow such goodly gifts of character, 
alike upon the princelings who invite her, that in the light 
of knowledge each becomes zealous and honest and fear- 
less in searching out his own faults and shortcomings, 
brave in their eradication, and wise and full of joy in his 
attainments. 

A few guiding principles called a minimum standard 
whose bestowal are among the most priceless, fruitful and 
convincing treasures within the power of choice or gift. 
No wonder the “christenings” have gone from 12% to 
86% in five short years. No wonder communities and 
trustees are becoming proud of their hospitals and more 
conscious of their own obligation to be at the christening 
also, to bestow sound business policies and all the equip- 
ment and support that such a child deserves. No wonder 
these children, even those whose heredity was pretty dis- 
couraging, are developing into strong members of society 
and prospering and serving as never before. No wonder 
better medical treatment and care are being assured to 
everyone, everywhere, rich and poor throughout the 
breadth of the land. No wonder one’s heart and mind 
are stirred with the hope that the nursing school and 
department child shall not be left anywhere giftless, a 
misguided, weak, poor little Cinderella, but that she too 
may be fostered and loved and strengthened and encour- 
aged to grow beautiful, intelligent, gracious, dependable, 
and useful in her maturity, deserving to be welcomed not 
only among those who serve the world with humility and 
skill, joy and pride, but weleome also, and untrammeled, 
among the learned of the land. 

May a fitting place be made for her in the educa- 
tional systems of our day. And may the paths she wears 
through vocational fields lead as directly, as her duties 
there will permit, to those paths she will travel inside the 
gates of higher learning and life’s experience to broader 
understanding and truer usefulness. 

Can we, do you suppose, as nursing leaders emulate 
the methods of the American College of Surgeons? They 
sought to make hospitals the best possible place for the 
physicians to heal the patient, for the graduate and under- 
graduate physician to acquire clinical skill and medical 
knowledge, immediate and remote, to assure the sick good 
care in illness and help in keeping well. We seek to 
make nursing schools and nursing departments in hos- 
pitals just such places for the student nurse, in the oppor- 
tunities and ways to acquire skill and knowledge in the 
care of the sick and the prevention of disease. 

I think we may win the same favor and success in 
our undertaking as they have in their’s, even gain nearly 
as much momentum in a short number of years if we suc- 
cessfully adapt and imitate their policies, impose no criti- 
eal inspections, or invidious comparisons. We must 
make our gifts of character, our minimum standards, 
those few essential to the presence of a school of nursing 
in a hospital at all, the fewest possible, most simple and 
practical guiding principles, not detailed, stereotyped out- 
lines or patterns of attainment. Let them be formulated 
by nursing leaders, not lay people, in terms of first hand 

































long experience in the actual field of nursing education, 
and nursing school and hospital administrative practice. 
Finally, let the direction of the work and the offer of this 
minimum standard to the hospital schools be in the hands 
of a group of nursing leaders experienced in the problems, 
ways, needs and prejudices of the hospital, medical, and 
nursing world. Let us also not be impatient or demand 
premature growth. Let us remember, as one of the mem- 
bers of the College put it, that “time is an essential factor 
in any creation” and that “it remains as true today as 
when it was written that ‘he that believes shall not make 
haste.’ ” 


For over thirty years the patients of East St. Louis, 
Illinois, have been treated in the present old build- 
ing of St. Mary’s. During this period of time, two 
different additions were made but even these did 
not provide sufficient accommodations for the ever-in- 
creasing number of sick in our industrial city. To add 
to the distress of our already limited space, many new 
departments in recent years had to be opened or expanded 
to keep pace with modern methods of treatments, records, 
x-ray and laboratory work. 

That the old institution has been alert and awake is 
shown by the recent action taken by the American College 
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New Building for St. Mary’s Mercy Hospital 
East St. Louis, Illinois 
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Let us not throw a great search light of critical 
analysis over the schools of the land to search out the 
good and the evil of their ways, but kindle lights burning 
in each and all of them that will welcome us. We can 
so place these individual lights and turn them 
enough to make clear all essential faults, but low enough 
not to show harsh outlines too discouraging at first. And 
as those within bring things to order, they will themselves 
turn the light up higher to see a little clearer and finally 
higher still that the community may see too how much 
pleasanter and more effective place the hospital is, since 
schools of nursing are adequate too. 


high 


of Surgeons who have accredited the hospital and placed 
it on the approvel list—“Class A.” 


Previous to 1925, plans for a new building had often 
been talked of and even drawn up, but such an undertak- 
ing meant not only courage but the good will and support 
of many an enterprising friend. The city-wide campaign, 
however, that has been launched, is the greatest proof that 
our citizens understand that pressing need for expanding 
and modernizing our institution. 


The cornerstone of the new hospital was laid on 
August 2. Most Rev. Henry Althoff, D.D., bishop of 
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Belleville, officiated at the dedicatory ceremonies. 
Father F. H. Bergmann, the active pastor of St. 
parish, was master of ceremonies. 


and from surrounding towns were in attendance. 
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HOSPITAL, EAST ST. 


The active factors of the financial end of the hospital 
movement, the men who assumed the burden of responsi- 
bility in raising the funds necessary to the erection of 
the new building, were much in evidence on this occasion. 


Rev. 
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A little more than one-half of the first five hundred thou- 
sand dollars has been subscribed, meaning that nearly 
$250,000 is yet to be secured. The remaining five hun- 
dred thousand dollars, necessary for the completion of 
the building, will be taken care of in the form of bonds. 
The new building faces Eighth Street, and is to be 
shape, 


built in the “E” the chapel occupying the centra! 
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wing. Construction work began early in the spring and such 
rapid progress has been made that the basement will reach 
completion within a few weeks when the corner stone will 


be laid. The building is of red brick and stone. The 
floors throughout the building will be of terrazzo. 
Every department in the new building will be fur- 


nished with the best and latest hospital equipment. 
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National Conference of Catholic Charities 


Rev. M. F. McEvoy, Director, Catholic Social Welfare Bureau, Milwaukee 


On September 9th the National Conference of Cath- 
olic Charities met at the Catholic University, Washing- 
ton, D. C., for a five days’ session. At the same time the 
Sisters’ Conference, the Directors of Charity, and the 
Society of St. Vincent de Paul held their annual gather- 
ings and so arranged their programs that their members 
might participate in the deliberations of the Charity 
Conference. In point of numbers and local interest the 
Washington meeting of this year did not equal those of 
Milwaukee, Philadelphia, or Des Moines, nor was it ex- 
pected to do so. The meetings in the latter cities were 
largely in the nature of a missionary effort and were in- 
tended to arouse and stimulate in their respective districts, 
interest in the larger aspects of Catholic social and char- 
itable endeavor. Their appeal was directed primarily to 
those who were unfamiliar with the functions of the Na- 
tional Conference, and who had presumably given little 
thought to Catholic Charity organized on national lines. 





Hence the programs were arranged and advance prepara- 
tions carried on with a view to attracting large crowds of 
local but as yet uninterested people. The primary appeal 
of the Washington Conference was directed toward a more 
widely scattered but necessarily smaller group. This 
meeting was intended to be a gathering of those already 
interested and active, a gathering at which they could 
exchange views, clarify their minds on matters of Cath- 
olic principle, policy, and practice, and knit together more 
closely the widespread and highly diversified activities of 
the Church. 

It would be misleading and unfair, therefore, to judge 
the 1925 Conference on the basis of numerical attendance 
alone. In the caliber of the men and women who attended 
and in the quality of the programs presented, the 1925 
Conference not only did not suffer by comparison with 
those of former years but it showed that progress and 
improvement which every healthy enterprise should ex- 
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hibit from year to year. The analytical observer could not 
help but note the influence which the annually increasing 
number of trained workers is exerting both upon the 
formal papers presented and upon the informal discus- 
sions which have come to be an interesting and important 
feature of every program. He would note that the Con- 
ference is passing, if it has not already passed, the stage 
where fundamental principles must be enunciated in ele- 
mentary fashion and is arriving at the point where details 
of application can receive serious consideration. 
Following the custom of former years, general meet- 
ings of the Conference were held every evening. This 
year for the first time an effort was made to assign all 
regular sectional meetings to the morning hours, leaving 
the afternoon for round table discussions, committee 
meetings, meetings of the affiliated groups, and other un- 
scheduled activities. The evening, general meetings were 
addressed by an unusual number of persons of national 
prominence, among them being His Eminence, Cardinal 
Hayes, of New York; His Excellency, Most Reverend 
Peter Fumasoni Biondi, Papal Delegate; Rt. Rev. Thos. 
J. Shahan, Rector of the Catholic University; Governor 
Ritchie of Maryland; Hon. John G. Sargent, Attorney 
General of the United States; Hon. T. V. O’Connor, 
Chairman of the U. S. Shipping Board; Judge Timothy 
D. Hurley of Chicago; Hon. Mary T. Norton, Woman 
Member of Congress from New Jersey; Hon. Fred A. 


Fenning, Commissioner of the District of Columbia; Rev. 
Doctor John M. Ryan; Rev. Dr. Wm. J. Kerby; Rev. 
Dr. John M. Cooper of the Catholic University; Rev. 
Robert Keegan of New York; Rev. John J. Mellon of 
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Philadelphia; Miss Nora McQuade of Fall River, Mass., 
and A. J. May of Washington. 

A wide range of topics formed the subject-matter of 
the programs offered by the twelve sectional meetings 
held during the course of the Conference. The unstable 
family and the migratory family were discussed by the 
Committee on Families. The cheap automobile which 
enables families to move readily from place to place and 
the rooming house which serves as a substitute for the 
home were cited as factors which serve to aggravate a 
problem which long has been recognized as serious. The 
Transportation Agreement was offered as one means of 
bringing about closer working relations among those who 
have to deal with irresponsible wanderers. According to 
the terms of the agreement subscribing agencies pledge 
themselves not to pass on families or individuals to an- 
other community without first getting in touch with some 
responsible agency or person at the point of destination. 

Institutional Intake was another of the subjects dis- 
cussed. Through a series of reports submitted by trained 
case workers from various cities an effort was made to 
show what effect the application of modern case work 
methods is having upon the population of our child caring 
institutions. These workers analyzed their own records 
covering the work of one year and attempted to show 
what became of each application for admission to an 
institution. The studies seemed to demonstrate that our 
institutions would benefit materially if the same attention 
were given to case work as is now given to financing 
programs. The unhappy child of divorced or separated 
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parents came in for its share of attention. One speaker 
advocated the policy of 
in our institutions. He maintained that while some chil- 
dren might suffer through such a course, the general 
effect would be good. He held, and with some reason, 
that many warring parents would not be so ready to seek 
the solution of their troubles in the divorce court, if they 
did not see an easy way of disposing of their children. 
Unemployment and the living wage are always timely and 


refusing to accept such children 


The Hospital World has entered upon a notable period 
of reconstruction during the past decade, and the devel- 
opments which resulted have gone beyond the anticipa- 
tions of the most optimistic. We have many evidences that 
the attitude of the community long ago passed that mile- 
stone in its conception of the nurse’s service which first 
marked the early days of the training school. We are 
all young, or at least we feel young in hospital service. 
Yet we remember quite vividly the day when social service 
entered but slightly into the training of the nurse. Her 
work for the most part lay in attending to the physical 
wants and comforts of her patients either in the hospital 
or in private homes. 

As the sphere of hospitals widened, their responsibili- 
ties increased. Sensing these ever deepening responsibili- 

‘Paper read at the third annual meeting of the Maritime Con- 


ference of the Catholic Hospital Association at Halifax, N. 
Canada, Sept. 1-3, 1925. 
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Hospital Social Service’ 


Miss Anna Cameron, Social Service Nurse, St. Joseph’s Hospital, Glace Bay, N. S., Canada 
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exceedingly vital subjects. They found a place on the 
program offered by the Committee on Social and Civic 
both adult, and 
directed leisure time activities were also among the sub 


Activities. Probation, juvenile and 
jects discussed. 

In spite of the terrific heat which prevailed through 
were well attended and 


out the conference the sessions 


interest was sustained to the end. The next meeting will 


be at Buffalo in September, 1926. 


ties, hospitals have sought out every means of satisfying 
their broadened conception and ideals of community serv- 
ice, and one of the happy results of this research is HOS 
PITAL SOCIAL SERVICE. 

It is clearly evident now that the interests of the 
community and the hospital can be promoted by means 
of this service, carried on judiciously by nurses trained 
for the purpose and skilled in the work. 

As yet, hospital social service is in its infancy. Very 
little has been done in the Maritime Provinces to prepare 
the nurse for this kind of work. Yet from what has 
been done, it is clearly evident that hospital social workers 
van be of great service and assistance to outsiders who 
are endeavoring to carry on social work in the com- 
munity. She can bring to bear on the work her technical 
knowledge and medical information, which in many cases 
are lacking to the ordinary outside social worker. She 
can make use of the knowledge gained from the physician 
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concerning patients who have attended the hospital or 
the dispensary clinics, or in dealing with discharged 
patients. She is able to give good advice and salutary 
counsels regarding the home treatment of the sick and 
convalescent, as well as kindly admonitions and sugges- 
tions concerning cleanliness, fresh air, food, clothing, ete. 
People as a rule will take these suggestions and counsels 
in a better spirit from the hospital social worker than 
from others. They appear to put more confidence in 
the social nurse than in the ordinary outside worker. 
Here let it be said that the work of the hospital social 
nurse need not in any way encroach on the province of 
the outside worker. The two can work hand in hand and 
be of the greatest support and assistance to each other. 


It may not be out of place here to refer briefly to 
the social service carried on in connection with St. 
Joseph’s Hospital, Glace Bay. It was first organized in 
1923. Previous to that date volunteer committees had 
been accustomed to visit the patients in the hospital, at 
stated periods, and extend to them their kindly and 
charitable offices. All this was very good and serviceable, 
but it did not go far enough. It was found that neither 
the doctor’s advice, nor the nurse’s work, nor the visitor’s 
good offices could cope with any measure of success with 
home influences and surroundings. 


Our hospital social service had not been long estab- 
lished when it was found that it threw a new light on the 
medical practice of the institution. With our social 
workers going out and visiting the homes and helping, 
advising, counseling and encouraging, there was a better 
understanding and a closer relationship between the hos- 
pital and the community. The service of the hospital was 
carried into the home. 

The social service nurse works under the direction 
of the hospital, which for a time bore the expense of the 
undertaking, including the With the 
characteristic generosity of our people and their keen- 


nurse’s salary. 
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ness of perception in recognizing what is for the common 
good, the Catholic Women’s League has volunteered to 
finance this work and when the services of its merabers 
are needed in other ways, they act as volunteers under 
the direction of the hospital social worker. Besides pay- 
ing the salaries of the workers, a committee of this splen- 
did organization furnishes clothing, food, and extra 
medicine when needed. 

Since the organization of the Social Service in con- 
nection with St. Joseph’s Hospital, the following activities 
have been carried on by the workers: 


Home visits for investigation and other types 


RN acer hn Ce ae ne ee ey Se eee g 629 
Dressings done in the homes..................-+-- 553 
Treatments given in the homes......... 1,128 
PeOO MOGICIMS WAS BIVER BO... 2002s ccccccccccces 27 
I Wis cea wp ad mee a daeeeeen eee 1,051 
ee OE csc eeseteasseeeeeocen™ 23 
RI oie a ais hcg Lisle eta cw oS 100 
Confinement cases visited every day for first week. 28 
Sehool Children GRAMINGE. o.oo. sccccccccccncseses 1,782 
Referred to children’s aid for placing of neglected 

CE 2 Sea Cae awa CA Ree eae woe eke 1 
es OD ON NOD, cance crvecineveenceewes 3 
Transportation was secured for (patient)......... 1 
Sanatorium treatment was secured for (patient).. 1 
No. of families given extra food and medicine by 

ES ig cs cee han enn dare ce 17 
No. of families given clothing by C. W. L......... 37 
Eeterviews With TOlMtiVGS. ..... 2.5 ccccccccccccccs 20 
Interviews with doctors regarding patients........ 144 
No. of pieces of clothing given by Catholic Women’s 

ME: cisuckneksbdunisaahhen ee ae as awawoneee 900 
Amount given by Catholic Women’s League for 

ey CE, LS sind ce wcneeawate weedudue eds $500 


As yet our achievements are not great, but we are 
convinced that we have entered a field full of possibilities, 
one which offers us many golden opportunities of getting 
a fruitful harvest for time and eternity, for our country 
and our God. 


The Oak Park Hospital, Oak Park, Illinois 


In our June number we published an article about 
the Oak Park Hospital. 


est because of the careful study 


The article was of special inter 
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EXTERIOR VIEW OF CHAPEL FOR THE SISTERS OF 
MISERICORDE OF OAK PARK HOSPITAL, 
OAK PARK, ILL. 
Richard E. Schmidt, Garden & Martin, Architects. 


velopment of the hospital and its relation to the commun 
ity it served. A 
terior of the completed group are published in 
the 


number of interesting views of the ex 
this num 
to was carefully 


If we com 


ber show that while “inner man” 


articulated, his appearance was not neglected. 
pare these sketches with what we remember of other 500 
Instead 
wings each exactly alike: 


bed hospitals the contrast will be rather marked. 
of the rows of “pavilions” or 


or the helter-skelter development through a number of 


architects each with his individuality expressed by bricks 


of different color or the barrack-like strueture with 
face brick front and a common brick back, we find a 
pleasing grouping of buildings. 

Good architecture has little relation to cost. The 


simple cottage may be more attractive than the bootleg 
In one money has permitted bad taste 
the other its lack has enforced the 


ger’s bungalow. 
to riot 


utmost simplicity. 


run while in 

Were it possible to define beauty in 
like this: 
These three graces of building must develop 
from A building that 


does not permit easy performance of the work for which 


building it might be something form, color, 
and detail. 
a plan that functions properly. 
it is intended is no more beautiful than the peach rotting 
beneath its beautiful skin. 


Reference to the plans will show how logically and 
simply these buildings have grown from them. No con- 
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torted strivings for effect. Merely a simple expression of 
an attractive group. 
The chapel is of special interest for while the exterior 


of the hospital is a very Americanized version of modern 


French—it is quite different in style. The exterior and 
interior are based on the so-called Plate Gothic—an early 
or primitive form. In this the elaborate tracery of thi 
Gothie is repeated but instead of intricately moulded ribs 
the tracery is cut in flat slab or plate of stone. The 
interior, of course, carries out this primitive feeling 


plaster walls, and the dark roof 
all 
in 
flood 


The tiled floor, the rough 


of rough hewn timbers gaily colored are subservient 


to the center of interest, the Altar. Set a dark oak- 


paneled sanctuary, concealed lights will the sane 
tuary. 

The exteriors have not been studied in detail, but it 
| of the 


that the color scheme 
a red, almost brown, brick 


has been assumed presen! 
buildings would be followed DN 


with Buff Bedford stone trim. 

In the perspective we catch a glimpse of the 
Nurses’ Home (to the left); the high building in the 
center is, of course, the new hospital building; the four- 
story building to the right (the present building) the 


Sisters’ 


just 


quarters—the two-story building in the center 


and the chapel on the extreme right. 
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Patient’s Misconception of Time 


J. A. Hagemann, M.D., Pittsburgh, Pa. 


To those of us who daily enter and leave the hospital 
with nonchalance, acknowledging the doorman’s 
obsequious bow with a patronizing nod, the element of 
time is a negligible entity. Perhaps we linger in the 
registry room for a while to discuss the latest model of 
automobile or to deseant upon our prowess on the green. 
Our perception of passing time differs materially from 
that of our patients, at least from that of the majority 
of them. The person who is ill enough to require removal 


easy 


from his home to a hospital is more or less apprehensive, 
according to his temperament and economic condition. 
The solicitous relatives who conduct him into the institu 
tion add their quota to his discomfiture by too plainly 
betraying their anxiety. 

The admission of a patient to a hospital merits great 
consideration. If permitted to lie upon a carriage in a 
room having an uncomfortable temperature and other dis- 
concerting surrounding elements while the admitting 
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clerk or the interne on the service completes some other 
task, even though only a comparatively brief period is 
consumed, the invalid’s mental processes will be fever- 
ishly active. If asked later, he would unqualifiedly insist 
that he had been neglected for half an hour, when, by the 
watch, he might have been there only five minutes. As 
Rosalind, in Shakespeare’s “As You Like It,” aptly says: 
“Time travels in divers paces with divers persons.” After 
the necessary recording has been done, the patient is sent 
to his room. From his point of view, the diagnostic and 
therapeutic measures should forthwith be set in motion. 
Until this occurs may be a matter of an hour, perhaps 
only a matter of minutes. “But what minutes! Count 
them by sensation, and not by calendars, and each moment 
is a day.” (Benj. Disraeli.) 


The Therapeutic 


Lloyd S. 


The popular use of radio and the development by the 
radio manufacturers during the past year of apparatus of 
extreme sensitiveness have combined to bring it into many 
specialized fields. Perhaps none of these fields is of more 
importance to the human race than the use of radio in 
hospitals because of its therapeutic value. 

There are several cases now throughout the country, 
particularly in the treatment of tuberculosis and in cases 
of patients convalescent from other diseases, in which 
radio is actually being used with results that are quite 
accurately known to the individual hospital authorities 
and in many instances are very gratifying. It is now 
quite safe to say that providing the individual require- 
ments and characteristics of any hospital are carefully 
judged, radio installation may be made so that a great 
deal of good may be obtained from its use. 

It is difficult at this time to give any set rule for 
the use or installation of radio in hospitals. Conditions 
of helpful influence may vary considerably in different 
parts of the country and also in hospitals for different 
purposes. Installation should be made to serve the 
peculiar needs of a hospital. Just what the needs are 
and what method of installation is best adapted to any 
one hospital can best be arrived at by the hospital super- 
intendent in consultation with the engineer of any radio 
manufacturing company. It may be added here that 
apparatus will bear investigation. There are several good 
types and makes of radio receiving equipment on the 
market as well as some that are not so good. The super- 
intendent would do well to try more than one type of 
receiving equipment and submit all of them to rigid tests 
as regards range, flexibility, quality of reproduction, 
selectivity, and availability of tubes and other parts which 
it may occasionally be necessary to replace. 

Generally speaking, there are two types of installa- 
tion which have proved valuable in hospital use in differ- 
ent parts of the country. One method involves the use 
of the loudspeaker; the other may be termed individual 
installation. It is proable at this time that the loud- 
speaker installation is best known and most used and, 
in some cases, its use is undoubtedly perfectly satisfac- 
tory. In using loudspeaker equipment, the installation 
should be so made that there is a loudspeaker in each 
of several wards; in a dining room; or so that loud- 
speakers may be changed from one ward to the other 
as the exigencies of the situation may require, by merely 
plugging in a connection. 

The latter method of installation is in use at the 
J. N. Adam Memorial Hospital, owned and operated by 
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Patients who have been somewhat restless will allege 
that they “never closed an eye during the entire night,” 
whereas a dependable nurse will have recorded on the 
chart that five or six hours were spent in refreshing sleep. 
The occasional necessary absence of the nurse from the 
room is sometimes deprecated by a querulous patient who 
will ingeniously complain that the attendant remained 
away “for hours.” 

Pondering this misconception of the passing of time 
on the part of patients, it should be our aim to adjust 
our attentions and ministrations to their fantasies so 
that there may be less occasion for their candid criticisms. 
If this peculiar psychology of the hospital patient be kept 
in mind, his admission will occur without trepidation and 
his subsequent convalescence will be expedited. 


Value of Radio 


Graham 


the city of Buffalo at Perrysburg, N. Y., chiefly for the 
use of tuberculosis patients. Radio has been used at this 
hospital for several months but owing to the fact that 
a large program of construction is being carried on at 
the hospital with a view to broadening the scope of its 
activities, the use of radio has not been developed to the 
extent the management desires. At the present time, the 
cquipment consists of a receiving set with a loudspeaker 
installed in the main dining room, but this is recognized 
as entirely inadequate for a $3,000,000 institution; never 
theless it has proven its therapeutic value to Dr. Horace 
LoGrasso. 

“Unfortunately,” said Dr. LoGrasso, in discussing 
the situation, “on account of our extensive building pro- 
gram, we have not as yet made definite arrangements as 
to how in the future we should handle radio for our 
patients. 

“T expect, when the time comes, that we will have 
radios in all of the big wards so that all may enjoy this 
new source of entertainment. At the present time the 
only available place we have is the main dining room. 
While this in itself is very unsatisfactory, I am enthusi- 
astic over the benefits of radio upon my patients. It 
sets their minds at rest. They forget everything but the 
reception, and this freedom from worry results in a rest- 
ful condition, which all physicians seek in the treatment 
of disease. It is especially useful in our work. 

“We provide radio entertainment during the meal 
hours in our dining room, and in the evening in our 
assembly room. Without doubt radio in hospitals, under 
proper control, is the best form of recreation which | 
have ever used. Its enjoyment does not involve physical 
fatigue, and provides not only complete diversion but 
education as well. 

“Our equipment includes a power amplifier and a 
loudspeaker. We have three experimental antennas. It 
is not difficult to secure loudspeaker entertainment from 
the stations as far distant as 600 or 700 miles. We have 
two or three patients who are capable of operating the 
equipment properly, and they are very glad to do this 
without cost to the hospital.” 

One of the recognized difficulties of loudspeaker 
equipment is that it may disturb some of the patients and 
that the reproductions from it may not be satisfactory. 
Radio manufacturers have still some distance to go before 
the loudspeaker is sufficiently perfected to produce musical 
reproductions of quality even under the most perfect con- 
ditions of transmission and reception. 

The other type of installation is much more expen- 
sive but can be controlled to the utmost by hospital 
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authorities. This individual installation provides the use 
of a headset for each patient. It has been highly success- 
ful in its use in several hospitals throughout the country, 
notably at the hospital for world war veterans at Camp 
Kearney, Calif., where many men are being treated for 
tuberculosis, and other diseases, in which radio provides 
a diversion which has a real therapeutic value. 

At Camp Kearney hospital, the same type of receiver 
is used as at the J. N. Adam Memorial Hospital, but 
various wards are wired so that 140 different patients can 
plug in each at the head of his bed at will and listen to 
whatever the hospital electrician has tuned in on the 
receiving set. The installation cost about $1,500, but its 
use is under perfect control. The surgeon in charge of 
the hospital at Camp Kearney states that the individual 
equipment has proven ideal. Great care has been taken 
to prevent tiring of the patient and a schedule of recep- 
tion hours has been carefully developed, depending upon 
what is available within range of the hospital’s equipment 
and what is “on the air” within the stipulated hours. 

“Radio in a hospital of this sort,” said the head sur- 
geon, “has proven to be a therapeutic agent of value in 
the class of occupational therapy. However, radio must, 
like all other therapeutic measures, be subject to limita- 
tions, or dose, as unfavorable reactions might easily fol- 
low. For example, ‘listening in’ until 
of the night robs the patient of very necessary sleep and 
In 


very late hours 
in addition increases the amount of daily fatigue. 
tuberculosis, we have to diminish the fatigue point to the 
lowest possible minimum while the patient is undergoing 
treatment. Under proper medical restrictions, our central 
station can be counted upon to be of great value to the 
bed patients from many angles. The medical staff of this 
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hospital is glad to have the radio serve such a useful 
purpose.” 

In the installation at Camp Kearney more than 9,000 
feet of wire was used to equip the wards. A cage antenna 
catches the radio frequency impulses which are magnified 
by a two-stage amplifier. Programs are picked up in this 
way at Camp Kearney from all of the major stations of 
the West and as far east as Chicago. 
equipment is maintained by two army electricians. 

One thing particularly in favor of the type of in 
stallation at Camp Kearney is the fact that with head-set 
reception the individual listener is able to obtain better 
results in the case of musical programs than is possible 
with any loudspeaker at the present day. 
of this is shown by the fact that most of the leaders in the 


In this case the 


The significance 


manufacture of and in experimentation with radio, use 
head-sets almost exclusively for their own reception. A 
loudspeaker in constant use in the home of one of those 
men is a comparative rarity. In the case of Camp Kear 
ney, one patient or the entire 140 may listen in at the 
same time or the patient may shut it off at his own desire 
so far as he personally is concerned. 

While radio is in its infancy, it is quite certain that 
the development of this new means of 
both in transmission and reception, during the next few 
years, will increase its value for hospital purposes, con 


communication, 


sidering it merely as a therapeutic measure. 

Reports are filtering into the offices of radio equip 
ment manufacturers all over the country at the present 
time showing that hospitals projected or under construc 
tion are installing or contemplating the installation of 
radio reception to fulfill part of its mission and aid in 
achieving its results quicker. 


A First Aid Station, or a 


Court of Last Appeal?’ 


Thomas A. Flood, M.D., Holy Cross Hospital, Salt Lake City 


Clinical pathology, though one of the latest branches 
of medicine to receive recognition as a_ legitimate 
specialty, is far in advance of the position that it formerly 
occupied. It is true that this specialty was born in 
obscurity, and that only within recent years has it emerged 
from the sunless gloom of the hospital basement. For 
this reason, one can readily understand why some of our 
older members have failed to keep pace with medical 
progress made in this direction; and it is quite natural 
that those who find themselves thus out of step, even 
regard the claims of clinical pathology with misgivings, 
distrust, or passing indifference. And yet, moving forward 
with a sturdy stride, it has now a literature of its own, 
and can boast of a national organization, devoted to 
scientific research, and composed of many of the foremost 
men in the profession. As a specialty its permanence 
is assured, because its foundation rests upon sound prin- 
ciples, and because it is rendering services of an impor- 
tant character to physicians in every quarter of the globe. 

The hospital laboratory, which is the chief field of 
clinical pathology, should mean something more than 
mere equipment and facilities essential for the practice 
of clinical pathology, something more than a place for 
the mechanical repetition of certain procedures carried 
out from day to day as a routine performance. It should 
be a place for closer intellectual contact between the mem- 
bers of the hospital staff, a place where the visiting 

*Read before the 5th Annual Meeting of the Mountain States 


Conference of the Catholic Hospital Association, held at Hol 
Cross Hospital, Salt Lake City, Utah, September 2nd, 1925. om 


physician could receive competent service or advice on 
the best methods for approaching a difficult situation, a 
case, let us say, presenting an ill-defined group of symp- 
toms, yet affording no tangible clue as to the nature of 
the patient’s ailment. Again, the laboratory is a place 
where consultations may be held, and where questions at 
issue may be discussed, not merely on the basis of labora- 
tory findings, but from a broad medical and surgical 
point of view. But looking at the situation from quite 
another angle, we must admit that it is not, after all, 
so much a matter of equipment for doing the work prop- 
erly and with expediency, but a question of what use the 
doctor makes of all the facilities and conveniences so 
readily available in the time of need—a question as to 
whether or not the average doctor exhausts the resources 
of our laboratories in working out a diagnosis. The case 
records of every hospital, when critically examined, will 
doubtless show that, in many instances, the laboratory 
work called for was not sufficient. The case record be- 
comes a permanent record of what was done for the 
patient—what effort was made to verify the tentative 
diagnosis by laboratory aids, and what essential determi- 
nations were not called for or overlooked. 

We have seen the statement in print several times, 
that the amount of work done by the hospital laboratory 
is an index of its efficiency. Such a statement is a peculiar 
distortion of the truth, as the quantitative output of the 
laboratory is in direct proportion to the number of orders 
received for laboratory services; it is simply a question 
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of supplying the demand. Therefore, the amount of work 
performed in the laboratory is rather an index to the 
mental caliber of the physician who biings his patients 
to the hospital. The greater the number of orders re- 
ceived for laboratory work, the more certain it is that 
the men on the staff and the visiting physicians know 
how to proceed to get at the facts. Everyone engaged 
in the practice of medicine knows that effective treat- 
ment depends upon an early and correct diagnosis; and 
if the physical examination, the leading symptoms, and 
the history of the case fail to reveal the nature of the 
patient’s ailment, the wideawake physician loses no time 
in calling for laboratory reports that may help in solving 
the problem. 

The following illustrations selected at random may 
serve to show some of the situations in which the labora- 
tory could be of service in clearing up a diagnosis, if 
given the opportunity to lend a helping hand. 

In a case of simple fracture, the average surgeon 
can see no reason for having a blood count made, and 
perhaps he feels justified in believing—without giving the 
matter much thought or consideration—that it would be 
a useless procedure in any kind of fracture, entailing less 
of valuable time, without yielding any helpful informa- 
tion. And yet, studies made by Wright and Livingston 
(at Bellevue Hospital) on injuries about the head, show 
that a blood count gives valuable information. They 
observed that an immediate high leukocytosis follows 
cranial injuries, and affords presumptive evidence of 
intradural hemorrhages, due to fracture of the base of 
the skull; while the absence of an immediate reaction of 
this kind excludes fracture of the base of the skull. So 
the point is worth remembering, that a leukocyte count 
is indicated in head injuries, and that a form of cranial 
trauma, followed by a high leukocytosis, is significant and 
calls for guarded prognosis. The same investigators, as 
well as others, also observed that a ruptured ectopic preg- 
nancy is followed in 24 hours by a high leukocytosis; that 
the maximum is reached in about ten hours, with a 
gradual return to normal by the fourth day. 

A study of the ante-operative and post-operative 
counts in non-infective surgical conditions, made by 
Melany (Frank L., Presbyterian Hospital, New York), 
led to the following conclusions: In surgical cases with- 
out infection, the leukocytes steadily increase in numbers 
for the first six hours after operation. At the end of that 
time the increase approximates 100 per cent. The increase 
is due to the polynuclear cells. The number of cells 
may then be expected to fall rapidly in clean cases, reach- 
ing normal by the fourth day. In the infected cases, 
however, the fall is much slower. Infection and con- 
tamination are not the cause of the initial rise, but if 
infection or contamination has taken place, the count on 
the second and third day will be high. Higher counts 
were noted in all cases where the tissues were severely 
traumatized, as well as in those cases where many sutures 
and ligatures were applied. Higher counts were also 
observed after a prolonged anesthesia and after a con- 
siderable loss of blood. Post-operative blood counts 
should, therefore, furnish the surgeon with information 
that ought to be of value to him in filling in his progress 
notes. 

Let us consider for a moment the status of vaccine 
therapy, or more specifically the use of autogenous vac- 
cines in the treatment of certain diseases. The percent- 
age of doctors who still believe in the value of bacterial 
suspensions is rather high; yet, from personal experience 
in the preparation and administration of these products 
of the laboratory, | am inclined to think that they are 
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agents of rather doubtful efficiency. It is safe to say that 
the number of cures effected by this method of treatment 
is less than 50 per cent in the average run of cases. 
Where pus is locked up in a cavity, like the antrum, 
mastoid cells, urinary bladder or Fallopian tubes, vaccine 
therapy is useless. In acne, furunculosis, and a few of 
the skin infections, only about 30 per cent show improve- 
ment or material benefit. Only a relatively small num- 
ber of cases respond to the treatment promptly and result 
in a complete cure. In treating these conditions, the 
dermatologist seems to get results, but he seldom ealls 
for a vaccine. He relies chiefly on the x-ray, supple- 
menting this agency by whatever local treatment seems 
indicated. 

The chief reason for the prevailing faith in vaccines 
is advertising. The persistent publication of reports by 
manufacturers of biologics, tends to keep the physician 
in the position of unpaid agent for the manufacturer, 
trying out and extolling an endless variety of bacterial 
preparations, in the hope of duplicating results as good 
as the glowing and often extravagant claims set forth 
by the manufacturer, and freely circulated as medical 
literature. Let us say in passing that there is a wide 
gulf between bacterins and serums used for prophylactic 
purposes and the same class of preparations used as 
curative agents. This is a fact not generally known. 
Some biologics have definitely ascertained immunologic 
value, but they have little or no curative effect. The 
body cells can be educated to withstand the assault of 
micro-organisms by prophylactic measures, and foreign 
protein introduced into the body by a hypodermic syringe 
can develop a specific immunity; but when the body is 
already overwhelmed with bacteria and the toxic products 
of bacteria, we find Nature fighting at her best in a 
struggle for supremacy, and at such times any additional 
intake of toxic material not only does no good, but actually 
interferes with elimination and the recuperative effort 
just to that extent. 

The conquest of disease by serum therapy loomed 
large on the horizon of coming medical achievements 
some twenty-five years ago. In the meantime most of 
us have come to our senses, disillusioned perhaps, but a 
little wiser than we were, a little more deliberate and 
conservative in our inclination to prophesy. However, 
researches along this line have resulted in a few out- 
standing achievements of inestimable value to the human 
race. The value of the diphtheria antitoxin, and immuni- 
zation against typhoid fever and the paratyphoids by 
prophylactic measures, are among these achievements. 

Under the same head, we might mention the prophy- 
lactic treatment of tetanus, anthrax and rabies, and the 
employment of anti-meningococcic serum in the treat- 
ment of cerebrospinal meningitis. These points are men- 
tioned for the purpose of showing that serum therapy 
occupies a legitimate sphere of its own, though a some- 
what limited one; but in this direction, the prospect of 
prevention seems far better than the prospect of cure. 

There seems to be considerable misunderstanding as 
to the value of laboratory reports on the coagulation time 
of blood. Quite frequently the report is not properly 
evaluated, and occasionally it is accepted as mere guess- 
work. In the first place, there are a dozen or more recog- 
nized methods in use for determining the time required 
for clotting; while none of these furnish us exact informa- 
tion, they are fairly reliable and serve the purpose for 
which they were intended, namely, the timely recognition 
of varying degrees of hemophilia, or a coagulating time 
below the normal average. Let us assume that a tonsil- 
lectomy is decided upon, and a coagulation test taken. 
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If the laboratory reports the coagulation time as four 
minutes, the report does not mean, as some seem to think, 
that exactly at the end of four minutes all bleeding should 
cease abruptly. It does not mean that a severed vein or 
artery will form a solid clot in four minutes, and thereby 
relieve everyone concerned about the safety of the patient. 
Nothing of the kind! The four-minute rate reported 
simply tells what takes place in the peripheral circulation 
after puncture of the skin. The report should, therefore, 
serve only as a guide. It indicates that hemorrhage from 
the capillary circulation can probably be controlled with- 
out difficulty, and approximately in the time specified by 
the report. 

One or more of the factors coneerned in the phe- 
nomenon of clotting may be defective. The various tests 
in common use were designed to detect a congenital or 
an acquired abnormality of this kind. The determination 
of what is known as the “bleeding time,” and the “pro- 
thrombin time,” are merely procedures of a like character, 
and intended as measures for safeguarding the patient 
against unnecessary operative risk. Therefore, it shows 
a regretable lack of understanding on the part of the 
surgeon who encounters a troublesome hemorrhage, and 
then unjustly blames the laboratory for issuing a mis- 
leading or untrustworthy report. These tests, however, 
need not be abandoned even if the laboratory report must 
be rendered in terms that are only approximately correct. 
They should be accepted for what they are worth, making 
due allowance for their imperfections. 

The phenomenon of specific agglutination is a well 
established fact, vet there are conditions, it would seem, 
in which agglutination of a specific organism may be 
brought about by the serum of the patient suffering from 
some other ailment than the one suspected. This might 
be expected in nearly related diseases, but occasionally 
it occurs in diseases of quite a dissimilar nature. For 
instance, [ have seen pneumonia give a definitely positive 
reaction the Widal test, and under circumstances 
where there was reason to believe that all the factors 
were properly controlled. It is true that this is an excep- 
tion to the rule, vet I believe that such misleading re- 


for 


actions do occur at times. 

When ordering the Widal test, therefore, I do not 
believe that a diagnosis of typhoid fever should be made 
on a single positive report, especially in cases where the 
history of the onset and the physical signs and symptoms 
are not typical and would not otherwise justify the 
assumption of typhoid. It is a fairly reliable test, but 
the reaction is seldom positive before the seventh day, 
and if a positive Widal reaction occurs before that time, 
several successive tests should be called for to confirm 
it, as the disease is probably not typhoid fever. Further- 
more, the leukopenia of typhoid does not appear at once, 
for often after the third, fourth and fifth day of the 
disease, blood counts of ten to twelve thousand are not 
uncommon. In the majority of cases, however, a mod- 
erate leukopenia is present within a week from the onset 
of the disease. In a case of suspected typhoid, if the 
patient is seen during the first week of the disease, a 
blood culture will almost invariably settle the matter 
within 24 hours, as blood cultures within the first week 
are almost always positive, and if no growth occurs, the 
condition is probably not typhoid. 

A few laboratory procedures in common use do not 
furnish exact information. Take, for instance, the 
chemical analysis of the stomach contents, after the cus- 
tomary test meal. The physiological normals of free 
hydrochloric and for total acidity are fairly well under- 
stood. Information obtained from analyses of this kind 
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may not show very material variations from the normal, 
even in pathological conditions, and information so 
obtained may be in no way conclusive; yet when taken 
in connection with the history, and after giving due 
value to existing symptoms, even moderate deviations 
from the normal should be regarded as significant and 
worthy of careful consideration. Such examinations can 
do no harm, and if not called for some valuable clue to 
the diagnosis, might be easily overlooked. 

The microscopical examination, however, furnishes 
information of a kind that can be relied upon. The 
number and kind of bacteria present, as well as the 
presence of pus cells, blood corpuscles and tissue particles, 
should receive the very closest attention. In airing their 
views on gastric analysis, some of our rather prominent 
men have given the impression, it would seem, that a 
laboratory the contents cannot be 
accepted as truly informative or trustworthy. This atti- 
tude has led others to take the stand that no dependence 
whatever can be placed on these reports in diseases and 
disorders of the stomach. Although the laboratory report 
in these conditions may not have the same diagnostic 
value that a blood count has in a case of acute appendi- 
citis, it seems to me that some information can be gleaned 
from nearly every report on gastric analysis, regardless 
of the skeptical attitude assumed by a comparatively 
small number. 

Unless the diagnosis has been made beforehand, the 
laboratory should first-aid station in the 
of the admissions to the hospital. In any case 
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serve as a 
majority 
where a single report fails to yield the information that 
might be expected, a repetition of the test should always 
be called for, as a second or third examination might 
settle the question definitely. Quite often in tuberculous 
disease of the kidney, as well as in pulmonary tuberculo- 
sis, the organism may not be found at once, not on account 
of incompetent examinations, but because the tubercle 
bacillus may not be present in every specimen of urine 
or sputum received. A dozen or more examinations might 
be necessary definitely to settle the question one way or 
another. 

Many of the infectious diseases might properly be 
regarded as true septicemias in their mode of onset and 
otherwise. This seems to be the view we should take 
toward cerebrospinal meningitis, for as pointed out by 
Herick (Major, M. C., U. S. A.), several ago, 
meningitis generally begins as true septicemia, with a 
tendency to localize in the cerebrospinal fluid. In a case 
of suspected meningitis, the laboratory can furnish first 
aid by making a blood culture at once, supplemented by 
an examination of the sputum if there is a cough with 
expectoration. Either of examinations, 
especially the former, might settle the diagnosis in a day 
or two, before the meningococcus could be demonstrated 
by spinal puncture. In suspected meningitis, therefore, 
a blood culture should be thought of first, for an early 
positive report would enable the attending physician to 
institute the proper treatment without unnecessary delay. 

As everyone realizes, there are quite a number of dis- 
eases which cannot be approached directly by laboratory 
procedures of any kind. Take, as an illustration, the 
malignant tumors. The histological diagnosis can be 
made, of course, by sectioning, staining and the use of 
the microscope. But, in the early diagnosis of cancer of 
the liver, for instance, blood cultures show nothing, and 
blood counts throw no light on the subject. Clinical 
pathology renders decisions that are final in many of 
our diagnostic difficulties; but in the early recognition 
of neoplastic growths, before there is any palpable tumor 
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present, the laboratory holds no key tc the situation at 
present. 

Diagnosis seems to me the all important thing in our 
daily contact with the sick and ailing. It is a decision, 
based on scientific methods employed in ascertaining all 
facts. Even the patient recognizes this. He is interested 
in the nature of his ailment, and he fully realizes that 
if the doctor who has charge of his case can find out 
exactly what is wrong, the case can be treated intelli- 
gently. No physician can stand alone nowadays. He 
needs the help of those engaged in other activities than 
his own. It is here that the laboratory forms a connect- 
ing link with the -practitioner and with the specialist, 
contributing its share in working out the perplexing 
problems which we encounter from day to day. 

A great many doctors have had no special laboratory 
training, and not having had the opportunity for doing 
much work along this line, they are often at a loss in 
correctly interpreting the full significance of laboratory 
reports. The general practitioner who is familiar with 
all the newer laboratory procedures that are used for 
diagnostic purposes, should be considered an exceptionally 
well-informed man. The average physician seems to have 
a broad general knowledge of the subject and, appre- 
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pathology practically applied, he calls on the laboratory 
frequently for services. I believe, however, that every 
physician should make it a point thoroughly to learn 
all the physiological normals. He should know the pro- 
portion of the elements composing the blood, as well as 
the percentage of the various substances that are held 
in solution in the blood plasma, in more or less constant 
degree or concentration. By familiarizing himself with 
the physiological normals he should be able to read a 
laboratory report and instantly recognize any material 
deviation from the normal. 

In conclusion, let me say that the laboratory worker 
knows the limitations of the specialty in which he is 
engaged, and keenly realizes the necessity for extreme 
care in the performance of his duties, entailing as they 
do, the element of responsibility in reporting his findings 
correctly. He fully understands that the laboratory report 
may be the turning point in a decision, and that a false 
positive report is as bad as a false negative report, and 
that either may bring about disastrous consequences. 
Errors cannot be entirely eliminated even in the best 
regulated institutions, and for that reason the laboratory 
worker lays no claim to perfection or infallibility. The 
conscientious worker, however, endeavors to bring down 
the element of error to the irreducible minimum. 


Hospital Social Service in Strengthening 
Community Relationships’ 


Edward A. Fitzpatrick, College of Hospital Administration, Marquette University 


The conceptions underlying the hospital are under- 
going radical revision. Perhaps immediately the nature 
of the transition may be indicated by placing in contrast 
what may be called the old and the new view. No such 
sharp contrast as is stated exists today, for the old view 
is vanishing and the new view is emerging, but the ideals 
and the objectives not always realized in practice that 
are guiding present efforts are perhaps best stated by 
this method. Underlying this new view of the hospital 
are certain characteristics. The hospital has become 
essentially a social agency for all classes of people. Its 
aim is not merely to take care of, but to apply all the 
resources of the community to the welfare of the indi- 
viduals temporarily disabled. It has a new spirit, a new 
atmosphere, and a new point of view. Broadly stated, 
these are social, preventive, and constructive. Perhaps 
the easiest way to indicate concretely this change is by 
way of contrast. 

Community Conception of the Hospital 

For All Classes. It was part of a view now antiquated 
that the hospital was an institution solely for the sick 
poor, or the indigent sick, however you may wish to word 
it. It is a new view now fairly generally accepted that 
the hospital exists and is organized for all classes, that 
its ministry of mercy is for all classes, rich and poor alike, 
and in its essential services all classes receive the same 
treatment. 

A Place to Live. The hospital .was conceived as a 
place people went to as a last resort when the issues of 
life and death were at stake. This is the old view. In 
the new view, the hospital is a place where people go 
willingly to learn, after careful study of themselves, how 
to improve their physical condition, to anticipate possible 
trouble, to take hasty preventative methods. It is a place 
where people go to live, not to die. 

Liveableness of Hospital. It was not so very long 
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ago that a French surgeon described a hospital as a cham- 
ber of horrors. W. E. Henley, in his volume of poems 
called “In Hospital,” described the hospital as “half 
workhouse—half jail.” Today it has an atmosphere of 
quiet serenity, of peace, of dignity even, so that of all 
our institutional life it is the pleasantest and most agree- 
able. And even many of the aspects of institutional life 
are disappearing with the introduction of the art motive 
in its decoration, the absence of the various “evidences” 
of the old hospital, and on the strictly medical side the 
trained nurse and the highly skilled surgeon, anaesthesia, 
and aseptic surgery have contributed to the liveableness 
of the hospital. 

Not a Hotel for Sick Merely—A Social Welfare 
Agency. It was part of an old view of the hospital that 
it was a mere convenience for the doctor to take care of 
an individual patient in his “private” practice of medi- 
cine. It was a hotel for the sick. It rendered some 
service by wholesale in wards to the poor who were sick, 
and that was merely incidental. We are coming rapidly 
and generally to the new view which looks upon the 
hospital as one of the community agencies for social wel- 
fare, specially directed to preventing physical breakdown 
or disease, and caring for and curing the sick. 

The Skilled Sympathetic Nurse. It was part of the 
old view that the ideal nurse was the sympathetic soul 
whose presence was a benediction, and whose main func- 
tion was to comfort the patient even unto death. The 
new whit the fine service of 
human sympathy under the inspiration of Holy Charity, 
but adds to sympathy a highly specialized skill guided by 
knowledge. The new view of the nurse still regards the 
qualities as indispensable, but makes them 
better serve the patient by virtue of the resources of 
dietitian, social worker, psychiatrist, and medical and 
surgical, now organized and focused upon the patient’s 
welfare by the eternal spirit of love. This is the ideal 
of the new hospital. 
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The New Diagnosis. In the older hospitals the diag- 
nosis of the individual’s sickness was the symptoms de- 
scribed by the patient himself and such observations as 
the doctor could make in his visits. Some rough approxi- 
mations were made, but autopsies were infrequent and the 
story can never be told of what did happen. In the new 
view every scientific resource, every insight and every 
iota of information of the economic, social and personal 
life of the individual is brought to bear, and systematic 
observation by trained nurses and interns recorded regu- 
larly, makes diagnosis less and less a matter of approxi- 
mation or guess. The autopsies more largely secured in 
the better hospitals furnish confirming evidence which is 
used for the advancement of science, the training of new 
hospital personnel, and personnel in service. 

A General Social Program. Dr. Devine in stating 
the new social viewpoint affecting every phase of social 
endeavor thus puts the change that was taking place 
which was in fact a “new view.” “It was the old view, 
humane and considerate, that the sick must be tenderly 
eared for, naturally by the nearest of kin. It is the new 
view that disease must be understood and overcome, that 
hospitals, dispensaries, surgical and medical treatment, 
nursing and preventative measures must be developed and 
dovetailed into a general social scheme for the elimination 
of preventable diseases and a very substantial reduction 
in the prevalence of such diseases as cannot as yet be 
classed as preventable.” 

The New Therapeutics. The 
where people went for “operations” or at least for medical 
treatment. The major factor in the treatment of disease 

vas drugs. The new view takes in account a fact noted 
by Dr. Cabot: “For with the advance of modern medical 
science there are left now but few physicians who believe 
that disease can often be cured by a drug. It is recog- 
nized by the better element of the medical profession all 
over the werld that only in seven or eight out of about 
one hundred and fifty diseases clearly distinguished in 
our textbooks of medicine, have we a drug with any genu- 
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ine pretensions to cure.” 
Impersonal Medical Diagnosis Requires Personality of 
Social Worker 
In this social transformation of the hospital, the 


social worker is an important factor, and perhaps no less 
so even in the medical transformation of the hospital. 
The new resources of diagnosis which the hospital labora- 
tories furnish to the medical practitioner have tended to 
emphasize the treatment of the sickness rather than the 
treatment of the sick person. It has a tendency to make 
the practice of medicine more impersonal. While bring- 
ing to bear entirely new and helpful factors in diagnosis, 
unless supplemented by the viewpoint of the social service 
worker, it. tends more and more to a standardized routine 
treatment of disease instead of a very intimate personal 
consideration of all the factors, including tke laboratory 
facts affecting the physical well-being of a person. 

The important thing in the diagnosis of a present 
disease is not the fact of disability, but the causes that 
led to the condition. This will require practically a re- 
view of the entire life of the individual, with special refer- 
ence to the contributing causes of the present condition. 
These are not primarily medical facts, but social facts, 
the individual’s reaction to his environment. They are 
facts regarding the person’s diet, the conditions under 
which he lives in his home, the conditions under which 
he works in the shop, the nature of his recreation, any 
facts of heredity or family history indicating tendencies 
to disease. The training of the doctor has not always 
been of such a nature as to enable him to discover or even 
interpret such facts, even if he had the time to make the 
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necessary investigation. With the passing of the old 
family practitioner who called at the house frequently and 
knew intimately the family on many sides, and had the 
benefit of the intimate gossip of the neighborhood and 
knew how to interpret it, and the present medical practice 
largely confined to a rapid succession of people in an 
office or 


diagnosis, there is increasing need and importance for the 


in a hospital, with its impersonal methods of 


social worker. 

Nor is she less important in the treatment aspect of 
disease. Too largely we have conceived of medical prac 
tice as dealing with operations and whatever help could 
subsequently be given from the pharmacopeia. 
the immediate cure of disease, drugs are not a major 
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factor; diet, rest, avoidance of strains, and a very careful 
regime of living will contribute to the cure of the person. 
In such a program again the nature of his home environ- 
ment, the compatability of the persons with whom he 
comes in- contact, the nature of his work, the nature of 
his recreation, or the restriction of his recreation tem- 
porarily, are all factors that can more adequately be taken 
care of by the social worker than can be done by the physi- 
cian himself. And if the treatment requires a period of 
reconstruction for the individual to get back to normal in 
every way, in addition to the curing of the disease, then 
these very same factors which the social worker contri- 
butes are of extreme importance. If these are the factors 
in the diagnosis and treatment of people who are sick, and 
the complete restoration of full activity in the community 
life is so dependent on the social worker, then it ought 
to be obvious that from the standpoint of the community 
relation of the hospital, the social worker is the most im- 
portant person because it is upon her (and it is ordinarily 
her) that the clinician and surgeon must rely for the 
information necessary (1) for an accurate diagnosis, (2) 
for an intelligent and progressive treatment of disease, 
and (3) for an ordering of the person’s life so that the 
proposals for cure and reentering into community life are 
effectively carried out. 
Social Diagnosis Essential 

It may be taken for granted that a hospital without 
a social worker has not a full conception of its community 
responsibility; it has not even a full conception of its 
responsibility for the medical needs of the patient. The 
function of hospital social work in meeting the primary 
duty of the hospital, namely, in the care of the patients, 
has four specific services to render: 

1. Discovering and reporting to the physicians facts 
regarding the patient’s personality* or environment, which 
relate to his physical condition. 
2. Overcoming obstacles to successful treatment 
such as may exist or arise in his home or at his work. 

3. Assisting the physicians by arranging for supple- 
mentary care when required. 

4. Educating the patient in regard to his physical 
condition in order that he may cooperate to the best ad- 
vantage with the doctor’s program for the cure of the 
illness or the promotion of health 

As already remarked, many doctors do not have the 
time nor the training nor the disposition to get this neces- 
sary social information as a part of their medical diag- 
nosis, and these facts are as essential as the purely medi- 
cal treatment of the patient. It is for that reason it was 
said that the failure to provide a trained social worker 
does not meet the full responsibility of the hospital even 
Where doctors have effective social 
Miss Richmond says, “that social 


on the medical side. 
workers they find, as 

* Personality” should be broadly 
personal habits and activities as well as characteristic 
tendencies 


interpreted here to include 
behavior 
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insights strengthened their diagnosis, and social adjust- 
ments their therapy.” 

If social diagnosis is essential to tke medical diag- 
nosis and treatment of disease, and if we include in the 
social diagnosis the four activities listed for hospital 
social work, then obviously the nature of the interrela- 
tions between the community and the hospital will depend 
upon the character and the effectiveness of the hospital 
social work. When they are well done, the community 
relations of the hospital are strengthened, when poorly 
done they weaken the social bonds of the hospital. . 

The social worker becomes the liaison officer between 
the physicians and the entire community resources for 
individual reconstruction. The plan of treatment is the 
plan of the doctor, and the social worker’s information 
and interpretation of facts must be utilized in connection 
with that program. There is no desire to set up the social 
worker as an entirely independent agent. She is part of 
the entire hospital program, including docter, nurse, 
laboratory technician, dietitian, and social worker, and 
the doctor is in control of the situation. I have stated 
elsewhere the services of hospital social work as definitely 
related to the patient as follows: 

1. By making available to the doctors any factors in 
the patient’s environment that have any bearing on his 
physical condition, thus supplementing medical history by 
a social history. This wonld include any facts of 
heredity, personality, manner of life, home environment, 
worry about finances, dependents, character of employ- 
ment, and strains or hazards incident to it, and recrea- 
tion, and standard of living generally. 

2. By overcoming obstacles to treatment or recovery 
particularly in the out-patient department and during 
convalescence. This would include for patients in hos- 


pitals care of situations in homes such as children, de- 
pendents, payment of rent and the like. Under this head 
social workers will see that necessary medical supplies are 
secured, that social or economic conditions affecting the 


patient adversely are corrected, and that as far as possible 
a situation favorable to recovery is secured. This last 
may mean a new job, temporary financial assistance, re- 
lieving parent of responsibilities for care of young chil- 
dren, or special assistance with diets. 

3. By arranging for supplementary care of patient. 
This is the positive side of the second requirement and 
has already been treated in that connection. This and 
the next suggestion to be made will require a utilization 
of all the available social agencies of the community. 

4. By educating the patient as to his condition, the 
relation of the proposed treatment to it, and training him 
in any necessary services, that are essential to the im- 
provement of his situation. 


Revealing and Removing Social Origins of Diseases 
In securing the data upon which the doctor can make 


his diagnosis, the social worker comes in contact with 
those general conditions, social and economic, that cause 
individual maladjustment or breakdown of physical 
capacity. In this way the social worker discovers the con- 
ditions with which the public health program of the com- 
munity is vitally concerned in its immediate remedial 
work, and ultimately in its preventive work. By reveal- 
ing to the public health agencies and to the general social 
agencies of the community the direct relation between 
social conditions and physical and mental breakdown or 
disability, the social worker becomes one of the most in- 
fluential clearing houses in the community, and strength- 
ens the community relations of the hospital. If the social 
worker is not buried in the clerical work of administra- 
tion or in merely routine statistics, but has the opportun- 
ity first, for first-hand investigation, and secondly, for 


Christmas Greetings for Gospital Progress 


My Dear Father Garesché: 

HOSPITAL PROGRESS is closing another year. Per- 
mit me to express my sincere appreciation for all that 
HOSPITAL PROGRESS has accomplished in the way of 
education and in the raising of the standard of Catholic 
hospital work. I am sure that the hospitals are deeply 
grateful for the aid and encouragement given through the 
magazine. A Catholic hospital without the magazine is 
truly behind the times. May 1926 give further strength 
end even a larger ability to HOSPITAL PROGRESS. 

Very ‘sincerely, 
RT. REV. J. MULDOON, 
Bishop of Rockford, Ill. 


One cannot help but observe the rapid winning over, 
in recent years, of hundreds of lay hospital] administrators, 
to the importance of spiritual values in their work of 
caring for human bodies. Hereafter, one may well expect 
that in every discussion of hospital matters, local, state 
or national, sufficient time will be given to a careful analy- 
sis of spiritual as well as physical and sociological prob- 
lems, brought by the patient to his hospital cot. 

For this quickened interest in the patient’s soul, a 
debt of graitude is owed to the Catholic Hospital Asso- 
ciation. 

May the Christ Child who found no room in the 
hostels of old, be praised for permitting us to make more 
and more room for Him in the hostels of the new era, our 
hospitals. REV. JOHN P. BOLAND, 

Buffalo, N. Y. 
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interpreting the organized data she develops, then the 
hospital becomes not merely an agency of calling atten- 
tion to problems, but becomes a vital factor in working 
them out. 

By means of the second service listed, the social 
worker becomes a very important factor in the reconstruc- 
tion or rehabilitation of handicapped or temporarily dis- 
abled individuals. She becomes an_ instrumentality 
through which the organized social agencies of the com- 
munity can bring to bear upon an individual intelligently, 
without loss of energy, all its available resources. In 
thus furnishing for this group of individuals an effective 
means for the utilization of the community resources, the 
social worker strengthens the community relations of the 
hospital. 

So much for the physical rehabilitation of the patient. 
There is need frequently for the social or vocational 
rehabilitation of the patient. This question furnishes a 
means for the hospital social worker to secure an addi- 
tional utilization of the total community resources avail- 
able and needed by the patient. Moreover, there is a 
strictly educational problem involved in the diet or the 
living conditions of the patient. This will require the 
social worker to become teacher unless this job is turned 
over to the public health nurse. This educational work 
will certainly have an effect npon the immediate family 
of the patient, and the iramediate group with whom he 
comes in contact, and has possibilities for spreading out 
socially to wider and wider circles. 

Social Worker the Liaison Between Community and 
Hospital 

So the social worker is in fact the liaison officer of 
the hospital so far as its community relations go. She 
brings to bear upon the problems of the sick the entire 
social resources of the conmmunity for the complete recov- 
ery of the patient, and his taking up again actively his 
place in the community life. In all of these contacts she 
educates the social agencies to the new, social, construc- 
tive and regenerative effect of the hospital. At the same 
time she calls the attention of the doctors continuously 
to the social origin of disease and to the agencies in the 
community available to assist them in their great work. 
To her (to you) great honor is due for the social and 
human reconstruction of the hospital. 











